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TWO TYPES OF TABLES FOR USE WITH WECHSLER’S 
INTELLIGENCE SCALES 


J. G. FIELD 


Institute of Psychiatry (Maudsley Hospital), 
University of London 


Two recent articles provided tables whereby the psychologist using some of 
Wechsler’s intelligence scales“: 5. *) could draw conclusions not only about the sub- 
ject’s test performance relative to his age peers, but also about the way the ag- 
gregate performance was made up®: 7), This is done by taking some measure of the 
difference between the subtests making up the total score, such as the Verbal- 
Performance discrepancy or the difference between any two subtests, or between the 
means of two groups of subtests. It is important to distinguish two ways of assessing 
such subtest comparisons. 

One way is to assess a found difference in terms of the proportion of the norma- 
tive population on whom the same or a larger difference was observed. Payne and 
Jones® describe this as the Abnormality of a Discrepancy. Wolfensberger’ gives 
such a table.! The second way is to compare the found difference to the range of 
differences attributable to the errors of measurement of the tests involved in the 
comparison. The probability of a found difference being due to test error, can be 
stated in terms of the proportion of such (or larger) differences generated by the 
unreliability of the tests compared. Maxwell’s tables®) give the probabilities of a 
found difference being characteristic of a subject, regardless of the frequency with 
which it is found in the standardization population. Payne and Jones call this the 
Reliability of a Discrepancy. 

Table 1 gives the abnormality of the frequency of differences between Ver al 
and Performance IQs in Wechsler’s Bellevue Intelligence Scale, his Intellige>”. 
Scale for children (WISC) and his Adult Intelligence Scale (WAIS). Table 2 gives 
the reliability of such differences. The nature of the problem must decide which 
table is more useful. If a certain probability is decided on as yielding a difference 
sufficiently abnormal to be further investigated, it will be seen that such a difference 
is reliable at beyond that level of probability. A found difference that is reliable 
(Table 2) may be worthy of further investigation because of the nature of the 
problem, although it is not an abnormal difference. 

In constructing Table 1 and 2 the formulae developed by Payne and Jones were 
used. The correlations required are given in the manuals of the tests mentioned. No 
Verbal-Performance IQ correlations for separate age-groups are available on the 
Bellevue. The Verbal-Performance correlations for the four oldest age-groups can 
be found in Doppelt and Wallace. 

Table 1 should be used as follows. Enter the table in the column appropriate 
to the age of the subject. The discrepancy that is just less than the discrepancy ob- 
tained by the subject is located. The entry in the same row, first column, gives the 
percentage of the normal population obtaining discrepancies as large or larger than 
the located discrepancy. For example, a 30 year-old subject with a Verbal-Perform- 
ance discrepancy of 17 on the WAIS, will be found in less than 10% of the normal 
population. 

This is a two-tailed Table, that is to say, the direction of the discrepancy is 
disregarded. If the direction of the discrepancy can be predicted on independent 
grounds the percentages in the last column should be halved. For example, a 60 
year-old subject is reported as having deteriorated, and the psychologist makes the 
prediction that the Verbal IQ will be significantly higher than the Performance IQ. 
Suppose the discrepancy subsequently observed is 16 in the predicted direction. The 
probability of such a discrepancy in a predicted direction being found in the normal 
population is less than 5%. 


1Some errors appear in his tables as published. 
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TWO TYPES OF TABLES FOR USE WITH WECHSLER’S INTELLIGENCE SCALES 5 


Table 2 is used in the same way except that the interpretation is different. For 
example the null hypothesis that the 30 year-old subject above obtained the Verbal- 
Performance discrepancy of 17 by chance can be rejected at the .001 level of sig- 
nificance. Tables 3 and 4 give the reliability of the difference between any two WAIS 
subtest scaled scores, and between the means of any two groups of subtests scaled 
scores. The method followed is that adapted and applied to the WISC by Maxwell. 


Tasie 2. Tue RELIABILITY OF VERBAL-PERFORMANCE DiIsCREPANCIES IN I.Q. 
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To use Table 3 a subject’s scaled scores must first be arranged in order of mag- 
nitude. The two scores to be compared are located and their range is found by 
adding the number of intervening scores to the number of scores being compared 
which is 2. The difference between the scores must be equal to or greater than one 
of the two values in the Table, under the appropriate Range and Age, to reach the 
level of significance shown in the second row of the Table. For example, suppose a 
30 year-old subject obtains the following scaled scores in order of magnitude: Vocab- 
ulary 4, Block Design 7, Information 10, Picture Arrangement 11, Digit Span 12, 
Picture Completion 13, Arithmetic 13, Digit Symbol 16, Object Assembly 17, Sim- 
ilarities 17. The psychologist may be interested in comparing the scores for Digit 
Span (12) and Digit Symbol (16) and wish to test the hypothesis that the found 
difference is due to test unreliability. The difference between the scores is 4. They 
have 2 scores between them, so that, including themselves the range is 4. When 
Table 3 is entered at the range 4 for the 25-34 age group, the hypothesis can be 
rejected at the 5% level of confidence. 

This is a two-tailed Table, that is to say the direction of the difference between 
the subtests is disregarded. If the direction of the difference can be predicted on 
independent grounds the level of significance should be halved. Suppose in the 
present example the psychologist has independent evidence suggesting that the 
subject is worse at timed tasks involving the use of a numbers and pencil, than when 
numbers have to be retained mentally and speed is not important. The prediction 
might be that the subject is worse on Digit Symbol than on Digit Span. If the scores 
then obtained are as in the example above, the prediction is supported. The prob- 
pong 4 such a difference in the predicted direction being obtained by chance is 
only 2.5%. 

To use Table 4 the difference between the means of the scaled scores of each 
group of subtests is found. The score for one subtest is regarded as the mean of a 
‘group’ of one subtest. The table is entered at the row appropriate to the age of the 
subject and to the number of subtests in each of the groups being compared. Two 
values will be found. To be significant at the levels indicated the difference must 
equal to or greater than at least one of the values. 

Using the above example again, suppose the psychologist wants to estimate the 
probability of performance on the timed tests being reliably different from perform- 
ance on the untimed tests. The mean of the six tests involving timing (Block De- 





J. G. FIELD 


TaBLe 4. RELIABILITY OF DIFFERENCES BETWEEN THE MEANS OF ANY Two Groups 


oF Sustests. (WAIS) 








Age (yrs.) Age (yrs.) Age (yrs.) 
18-19 25 - 34 45 - 54 
Significance Level 5% 1% 5% 1% 5% 1% 
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sign, Picture Arrangement, Picture Completion, Arithmetic, Digit Symbol, Object 
Arrangement) is 12.83. The mean of the four tests not involving timing (Vocabu- 
lary, Information, Digit Span, Similarities) is 10.75. The difference is 2.08. The 
appropriate two values in Table 4 for a subject aged 30 when the means compared 
are based on six and four subtests are 3.62 and 4.08. The found difference of 2.08 is 
therefore not large enough for the null hypothesis, that the found difference is attrib- 
= to the unreliability of the test, to be rejected at the given levels of signi- 
cance. 

Like the other tables, Table 4 is two-tailed, and the direction of the difference is 
disregarded. If the direction of the difference is predicted on independent grounds 
the levels of significance should be halved. Suppose the difference in our example 
had been 4.50 (in the found direction) and that results on uncorrelated tests led to 
the prediction that timed test performance would be more efficient than’ untimed. 
This prediction would be supported at the 5% level of significance. 





TWO TYPES OF TABLES FOR USE WITH WECHSLER’S INTELLIGENCE SCALES 


SUMMARY 


The distinction between the abnormality and the reliability of a difference be- 
tween subtests in Wechsler’s Intelligence Scales is emphasised. Tables are provided 
which give the abnormality of Verbal-Performance [Q discrepancies, and the re- 
liabilities of various subtest discrepancies. 


REFERENCES 
1. Dopps.t, J. E. and Wauiacs, W. L. Standardization of the Wechsler Adult Intelligence Scale 
for older persons. J. abnorm. soc. Psychol., 1955, 61, 312-330. 
2. Maxwe.t, A. E. Tables to facilitate the comparison of sub-test scores on the W.I. S.C. J. clin. 
Psychol., 1959, 15, 293-295. 


3. PAYNE, R. W., and Jones, H. G. Statistics for the investigation of individual cases. J. clin. 
4 “Wact 1957, 13, 115-121. 


ECHSLER, D. The Measurement of Adult Intelligence (3rd Ed.). Baltimore: Williams & Wilkins, 


tos Weeusun, D. Manual for the Wechsler Children’s Intelligence Scale. New York: Psychological 
te) 
ed D. Manual for the Wechsler Adult Intelligence Scale. New York: Psychological 


“co 1955. 
Wesenesem, W. P. Construction of a table of the significance of the difference between 
"a and performance IQs on the WAIS and the Wechsler-Bellevue. J. clin. Psychol., 1958, 14, 92. 


A CORRECTED TABLE FOR DETERMINING THE SIGNIFICANCE OF 
THE DIFFERENCE BETWEEN VERBAL AND PERFORMANCE 
1Q’S ON THE WAIS AND THE WECHSLER-BELLEVUE 


GARY M. FISHER 
Pacific State Hospital 


Wolfensberger“? constructed a table for determining the significance of the 
difference between Verbal and Performance IQ’s on the WAIS and the Wechsler- 
Bellevue. He reported one-tailed and two-tailed probabilities for given differences 
occurring between a Verbal and Performance IQ. His probability levels are incorrect 
in that his figures for the two-tailed test are actually for a one-tailed test and his 
figures for a one-tailed test are only half the value for a one-tailed test. Table 1 gives 


TaBLe 1. SIGNIFICANCE OF THE DIFFERENCE BETWEEN VERBAL IQ AND PERFORMANCE IQ ON THE 
WAIS anp THE WECHSLER-BELLEVUE 
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the correct figures for a two-tailed test (the probability of a difference occurring 


without regard to direction) and a one-tailed test (the probability of a difference 
occurring in one direction). 


REFERENCES 
1. Wo.renssercsr, W. P. Construction of a table of the significance of the difference between 


Verbal and Performance IQ’s on the WAIS and the Wechsler-Bellevue. J. clin. Psychol., 1958, 14, 
92. 


AN APPRAISAL OF OBJECT ASSEMBLY ON THE WECHSLER-BELLEVUE 
AND WAIS 


SOL L. GARFIELD 


Nebraska Psychiatric Institute , 
University of Nebraska College of Medicine 


Wechsler, in his original manual“, listed the Object Assembly (O. A.) subtest 
as one which held up with age and utilized it in his deterioration index. Other studies 
of the Wechsler-Bellevue (W-B) Scale also found this subtest to be one ‘relatively 
little affected by psychopathology ®’. However, in supervising psychological evalua- 
tions recently, | was impressed with the low scores obtained by patients on the O. A. 
subtest of the WAIS. Unfortunately, there is little comparative data on these two 
subtests. The WAIS manual only gives mean subtest scores for two samples of 
subjects in the age range of 60 to 64 years where the O. A. subtest is ranked as one 
of the more difficult subtests. An analysis of the manual for the W-B Scale, however, 
indicates that the O. A. subtest is ranked third in terms of mean score in the age 
group 55-59, the oldest group listed. Although limited, these data suggest that the 
O. A. subtest on the WAIS is. a‘more difficult task for older subjects than the com- 
parable W-B test. Only a few studies have compared the W-B and the WAIS, and 
these contain no data on the problem at hand. However, it is apparent that the 
relative difficulty of several of the subtests has been modified in terms of scaled 
scores on the WAIS®? and that there was greater variability on the O. A. subtest of 
the WAIS”. 

In order to investigate this problem with a sample of psychiatric patients, the 
WAIS subtest scores of the 100 cases most recently examined were tabulated. The 
mean age of the sample was 39.15 (SD, 16.26) with tenth grade as the mean educa- 
tional level. Diagnostically, 33 per cent were personality disorders, 30 per cent were 
psychotic, 19 per cent were neurotic, and the remainder included a variety of other 
diagnoses. The means of each of the subtests were computed and subtests ranked in 
terms of mean score. The O. A. received a rank of 9 among the 11 subtests. A separ- 
ate analysis then was made of the scores of those patients who were 45 years of age 
and over. Again O. A. was ranked ninth among the subtests. This indicated that on 
the current sample of subjects, O. A. was a relatively difficult test, with the rank 
order of difficulty approximating that for the samples listed in the WAIS manual. 
The data from the various samples are given in Table 1. 

It appears that O. A. on the WAIS is a more difficult task for older subjects 
than was O. A. on the W-B Scale and should be viewed clinically in a different fashion 
than that of its counterpart on the W-B Scale. Consequently, some caution is recom- 
mended in using the two scales interchangeably, at least from a clinical point of 
view which involves subtest analysis ®?. 
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Tasis 1. MEANS AND RaNK ORDER OF SUBTESTS 














ae GG!” haw “ee am 
le iven e 
WAIS 60.64 Or Over Age 55-59 
Subtests Mean Rank Mean Rank Mean Rank Mean Rank Mean Rank 
N 116 100 38 36 
Infor. 9.92 2 9.55 2 9.13 3 8.52 5 9.5 1 
Compr. 9.56 3 8.96 4 9.89 1 9.42 1 8.8 2 
Arith. 9.28 4 9.51 3 8.73 4 9.36 2 6.9 7 
Simil, 8.72 5 8.77 6 8.15 8 7.10 8 7.9 4 
D. Sp. 8.05 7 8.82 5 8.70 5 8.63 4 7.5 5 
Voc. 10.14 1 9.61 1 9.19 2 a 
D. Sym. 6.06 11 5.36 11 7.16 11 5.03 11 5.9 10 
P. C. 8.41 6 7.14 9 8.69 6 7.68 6 7.4 6 
Bl. D. 7.77 8 7.82 7 8.26 7 7.37 7 6.7 8 
P. A. 7.43 10 6.88 10 7.80 10 5.79 10 6.6 9 
Obj. A. 7.66 9 7.77 8 7.98 9 6.66 9 8.1 3 
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IMPLICATIONS OF SPECIFIC WAIS PICTURE COMPLETION ERRORS 


WILLIAM WOLFSON AND ROBERT E. WELTMAN 
Middletown (N. Y.) State Hospital 


PROBLEM 
This study investigates the a that psychiatric patients make specific 
and unique errors on a structured psychometric test which might yield significant 
diagnostic cues. Specifically, the following problems were investigated: (a) to ascer- 
tain which errors might be common to both normal and psychiatric subjects, (b) to 
discover whether specific types of error are unique to psychiatric populations, and 
(c) whether different types of errors are found in different psychiatric disorders. 


METHOD 

The Picture Completion Test of the Wechsler Adult Intelligence Scale (WAIS) ® 
was chosen as the psychometric instrument best suited for this investigation since 
it has the advantage of calling for a minimum of verbalization, is relatively inter- 
esting, and can easily be administered and scored in from 5 to 10 minutes. 

For normals, 110 females aged 16 to 60, employed at the Middletown State 
Hospital or resident in the adjacent community, were utilized. The patient group 
consisted of 110 randomly selected hospitalized females in the same age range. All 
subjects were individually tested. 
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Only incorrect responses were recorded; correct responses and ‘I don’t know” 
responses were excluded. In the latter instances, the subjects were encouraged to 
answer whenever possible. The specific errors on each of the 21 cards were tabulated 
separately for the normal and patient groups. For each card, and separately for each 
group, the three most frequent errors were noted with the limiting condition that an 
error hac to occur at least four times in a group for that error to be considered. 




















TaBLe 1. Common anp Unique Picture Compietion Errors 
Card | Errors Common to Both Groups Errors Unique to Patients 
I | ' 
II Food 
mm | Ear 
IV Wheel(s) (titled) person, steering wheel 
V Deck, other cards (Ace, ten, etc.) 
VI Person Water in glass 
VII (Part) Nose Shoulder 
VIII Bow, String(s) Person, fiddler 
Ix Person (untitled) Titled person: captain, mate, etc. 
xX Socket 
XI Staff ; more stripes 
XII Man’s foot, boots, shoes 
XIII States, names 
XIV Sails, deck, top of ship Humans 
XV Tail, eyes, head 
XVI Arm, part of chair or table 
XVII Pockets, ear (clothes item) 
XVIII Hand, path, ground, grass 
XIX Person, saddle horn 
xx Chimney, (part) fence Humans 
XXI Ear, shoulder Hat 
RESULTS 


Table 1 presents the most frequently observed errors common to both groups 
as well as 11 errors found to be unique to the patient population. Three of these 11 
unique responses involved the projection of human beings as missing on cards 
(VIII, XIV, XX) which no normal subject ever did. Only in the errors of patients 
were the missing persons perceived as having definite titles or roles such as captain, 
girl friend or ‘‘man who drives the thing”. This use of titles by patients was also 
observed on those cards where both normals and patients perceived humans to be 
missing (Cards IV, IX, XIX). Other responses unique to the patient population 


were: “deck’”’ and the naming of other cards such as “‘Ten’’, ‘“Queen’’, or “‘Ace’’ to 


TasLe 2, Number or Patients Grvina UNIQUE RESPONSES BY CLINICAL 








Groups 
Number 
Group N Giving Unique Responses 
Paranoid Schizophrenics 31 16 
Catatonic Schizophrenics 19 13 
Simple Schizophrenics 12 5 
Hebephrenic Achiaophrenics 9 4 
Mixed Schizophrenics 6 2 
Propfschizophrenia 5 4 
Manic-Depressive 10 2 
Involutional 4 2 
Organic 3 0 
Behavior Disorder 5 0 
Alcoholic 2 0 
Neurotic 4 1 
Totals 110 89 
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Card V, “water in the glass” on Card VI, and “hat” on Card XXI. 89 patients, or 
81%, gave at least one or more such unique responses. 

Table 2 presents the frequencies of such unique responses among different 
clinical groups, and shows that such unique responses tend to occur primarily among 
schizophrenics. None of the patients diagnosed as primary behavior disorders, 
organics or alcoholics gave any unique responses. The one patient in the neurotic 


group who did show a single unique response was, upon further clinical study, re- 
classified as schizophrenic. 


DiscussIoNn 

Inspection of Table 1 reveals that on most cards (all but I, II, V and XIV,, 
there were some errors occurring fairly frequently in both normal and psychiatric 
groups. These common errors have diagnostic significance only in modifying the test 
score. On the other hand, subjects making one or more unique errors justifiably 
might be considered psychiatrically suspect. The rationale for these findings is 
admittedly speculative. Common errors may stem from the fact that the schizo- 
phrenic maintains some tangible contact with normal ways of doing things, and in 
many areas shows normal perceptual reactions. 

In the world of many schizophrenics, healthy relations with people are lacking; 
consequently, in a part of that world (the stimulus card) he may similarly see people 
lacking. This may explain why the schizophrenics projected humans in many situa- 
tions where noir «is did not. The observation that only the psychotics attributed 
specific titles or roles to the missing humans may be more readily explicable. The 
schizophrenic, by attributing specific roles to the missing people makes the problem 
of relatedness more tangible, specific and easier, with a reduction of ambivalence. 
In schizophrenia, consistent with Arieti’s“: »»- *%-*47) concept of paleologic thinking, 
we find a regression to perceptualization rather than conceptualization which char- 
acterizes healthier and more mature thinking. ‘‘Person”’ is a concept but ‘‘police- 
man” and “captain” are concrete percepts found only in our schizophrenics. 

Two other unique responses by our psychotics warrant discussion. Ten of the 
54 patients who erred on Card IV saw a “steering wheel’ missing. Since a steering 
wheel functions in reality as a control or guidance mechanism, this response might 
reflect the need and search of the schizophrenic for direction or control. Bleuler 
@. p. ™) has noted the aimlessness of behavior in general as one of the accessory 
symptoms of schizophrenia. The second unique response was “shoulder’’ to Card 
VU. The projection of missing shoulders by our patients might reflect their wish for 
strength, stability and capacity as if to compensate for their own felt bodily and 
functional inadequacies. 


SuMMARY 

This study attempted to discover if the specific errors on a psychometric test 
made by normals and patients might be sufficiently different to be of value in psy- 
chiatric differentiation. The WAIS Picture Completion was individually admin- 
istered to 110 normals and 110 psychiatric patients in various diagnostic categories. 
Tables of errors common to both normals and patients were formulated. Specific 
errors which were unique to the patient population and which, within the patient 
population furthermore differentiated the psychotic from the non-psychotic mem- 
bers were found. A rationale for the findings was postulated. Since the subjects in 
this investigation were all females, the findings are necessarily limited to that sex. 
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THE BINET NON-VERBAL PRESCHOOL SCALE 


BORIS M. LEVINSON! 
Psychological Center, Graduate School of Education, Yeshiva University . 


INTRODUCTION 

Occasionally the length of a testing session is prolonged through the unco- 
operativeness of the subject to the point where the time factor correlates negatively 
with the validity of the test as an estimate of ability. This situation is more likely to 
occur with pre-school children who have a short attention span and are easily dis- 
tractible. In view of the manifold diagnostic problems involved and despite the 
rushed conditions which prevail in most clinical settings, it is not only worthwhile 
but necessary to take the additional time to obtain non-verbal as well as verbal 
estimates of the intelligence of such subjects. 

‘The preferred instrument for the evaluation of intelligence at the pre-school 
level is the Revised Stanford Binet“). Yet many who administer this test fail to 
realize that it contains two non-verbal scales, combined by McNemar®)? into one 
scale especially suitable for the pre-school level, from which a quick estimate of the 
child’s non-verbal ability can be obtained. These two scales consist of twenty items 
each. The test items on Scale I were selected mostly from Form L, whereas the test 
items on Scale II were selected largely from Form M. Fourteen of the twenty test 
items in each scale are found at or below the age six level. The non-verbal test items 
have a first factor (G-factor) loading averaging .50, whereas the average first factor 
loading for all the items is about .60 to .65®. It must be noted that these scales 
cannot be regarded as strictly non-verbal, since some knowledge of language is re- 
quired to understand the directions,. which are verbal. 

Based on his analysis of the two scales, McNemar reports that the average cor- 
relation between the two scales and the Binet MA is about .70. If the non-verbal 
tests which were included in the computation of Binet mental ages were removed, he 
estimates that the correlation would average around .65. The non-verbal scale thus 
appears to have some similarity of function with the Binet, yet it appears also to 
measure abilities that have not been tapped by the full scale. The reliability of the 
two scales combined is .79. McNemar has prepared the Binet MA equivalents for 
the non-verbal scores for Form I and Form II separately; and for the combined scales 
for ages 2 through 8. The purpose of this study is to determine the clinical usefulness 
of the non-verbal scales as intelligence measures at the pre-school level. ’ 


PROCEDURE 

The Revised Stanford Binet was administered to normal children who applied 
to the Psychological Center to determine their eligibility for placement in classes for 
gifted children. These children) were also given the special non-verbal scales I and 
II, from which most items already covered in the original testing were deleted. No 
supplementary test items were given below the established basal. ‘The supplementar 
testing was discontinued as soon as a failure occurred above the established maximal. 

A total of 80 children with CAs ranging from 3.6 to 5.9 years were selected for 
the supplementary non-verbal tests. The mean CA was 5.09 with a SD of .60. The 


mean MA was 6.3; SD .8; range from 3.7 to 8.3 years. The mean IQ was 126.46; 
SD 12.09, range was 104 to 157. 


REsULTS , 
The correlation between the number of items passed on the combined non- 
verbal scales and CA was .54, and between the number of test items passed and MA 
was .62. Since some of the non-verbal tests were included in the original test and 


1The writer wishes to acknowledge the assistance of Rabbi Abraham Pelberg, who has tabulated 
the data and done some of the statistical computations. 
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therefore already figured in the mental ages, the correlation probably was too high. 
Table 1 presents a comparison between our data and McNemar’s®). We have elim- 
inated scores below 24 and above 32 since the number of children securing scores 
below 24 and above 32 was so small that these results were unreliable. 


Taste 1. Comparative Data on Non-VERBAL SCALES 








McNemar’s Norms* Current Data 
N Mean Score MA N 


100 26.1 5.5 
100 27.4 6 
200 Not reported 

200 29.2 











*McNemar (2, p. 145) 


An examination of Table 1 indicates that the performance scores for our grou 
are below (with the exception of MA 7) those of the standardization group wi 
similar MAs. These differences may be due to the artifacts of the sample. Terman’s 
standardization sample was within one month for one half-year birthday for subjects 
below six or for yearly birthday for six and above®: »-”), Further, the MA for the 
standardization group closely corresponded with its CA which was not true of our 
group. Another possibility is the fact that the performance items may have become 
more difficult because our subjects may have been exposed to many different ex- 
periences from the standardization group. This would be similar to the finding“ 
that there was a differential change in the difficulty of the Binet vocabulary for pre- 
school children and that furthermore the vocabulary items have become “easier’’. 


Nevertheless, even after the above factors are considered, we may conclude that 
McNemar’s original tables are still useful in the evaluation of the non-verbal ability 
of preschool children. 


SUMMARY 

The Revised Stanford-Binet,and selected items from forms I and II of the Binet 
Non-verbal Scales were administered to 80 preschool children. These children had a 
mean CA, MA, and IQ of 5.09, 6.3, and 126.46 respectively. ‘The correlations be- 
tween (A, Binet MA and the performance scores were .54 and .62 respectively. It is 
recommended that whenever the Revised Stanford Binet is administered, the addi- 
tional test items from the two Binet performance scales be included, to secure an 
estimate of the preschool child’s non-verbal intelligence. 


REFERENCES 


1. Levinson, B. M. Reevaluation of the Revised Stanford-Binet Scale, Form L, vocabulary as » 
— of intelligence for the kindergarten and primary school child. J. genet. Psychol., 1958, 93, 237- 


2. McNemar, Q. The Revision of the Stanford-Binet Scale. New York: Houghton Mifflin, 1942. 
3. Terman, L. M. and Merri, M.A. Measuring intelligence. New York: Houghton Mifflin, 1947. 





A PROFILE FOR THE VINELAND SCALE AND SOME CLINICAL 
APPLICATIONS! 


IRA ISCOE 
The University of Texas 


INTRODUCTION 


Since its inception in 1936, the Vineland Social Maturity Scale has proved to be 
useful in assessing personal-social competence, employing an informant acquainted 
with the subject’s abilities and attainments. The publication of Doll’s book“ has 
served to make explicit the concepts of social maturity and social intelligence and 
presents in great detail the standardization procedure and employment of the scale. 

The use of the Social Quotient provides, as does the IQ, a global estimate of 
functioning and, in so doing, may obscure specific strengths and weaknesses as 
measured by the eight Vineland categories. In order to provide a more meaningful 
interpretation and allow for greater utility in clinical practice the profile herein 
described was devised. 


DESCRIPTION 


Fig. 1 presents the profile in full of an illustrative case. At the top of the profile, 
along the horizontal axis are listed the 8 Vineland categories. For each category, 
the items that comprise it are listed by their numbers on the vertical axes at about 
the age levels that they appear on the Vineland Scale. Each item can be easily 
identified by quick referral to the scale paper. Roman numerals on the left serve to 
designate the chronological age levels at or between which a particular item occurs. 


Procedure. Doll’s basic scoring procedures may be employed and so designated 
for relevant items on the profile. In general, the ability to perform or have compet- 
tence on an item at one level of a category indicates competence on items below it in 
the same category. In cases where this is not so, such items may be marked with a 
minus sign or otherwise noted. By joining the highest items marked with a plus in 
each category a graphic presentation of present level of functioning is obtained. 
This allows for comparisons between categories as well as with other cases. It should 
be emphasized that the basic administration of the Vineland is in no way altered 
and that profiling is generally done after the Vineland has been administered. Al- 
though the profile allows for the administration of the Vineland using one category 
at a time it does not eliminate the necessity for skillful interviewing and a knowledge 
of the scoring criteria for items. 


CLINICAL APPLICATIONS 
Some of the possible uses are as follows: 


1. To illustrate specific disabilities. Fig. 1 besides showing the entire profile, 
presents the profile of a 6-year-old girl, verbal IQ 95, with severe upper limb dis- 
ability. The three self-help categories are depressed for her age level, as is occupation. 
In contrast, locomotion is relatively unimpaired. Communication is retarded not on 
a verbal basis inasmuch as she passes item 44 (relates experiences) but because of 
inability to write. A therapeutic regime for this girl should obviously include efforts 
to improve upper limb functioning. The results of such a regime may be plotted 
from time to time on the same profile. 


2. To plot progress. Fig. 2 is the profile of a child who started treatment at a 
cerebral palsy clinic at age 3. Nineteen months later the solid lines indicate the 
encouraging progress made. Fig. 3 represents the profile of a case that initially 


__ *Portions of this paper were presented at the annual APA meeting, September, 1957, New York 


ity. 
*Dr. Lester N. Myer be. sony was the first to suggest the use of a Vineland Profile“: »- 578-8), 
Reference should also le to: Gottsegen, M. V. The use cf the Vineland Social Maturity Scale in 
the Planning of an Educational Program for Non-Institutionalized Low Grade Mentally Deficient 
Children. Genet. Psychol. Monogr. 1957, pp. 85-137. The derivation of the ems described in the 
text and its cuapetel uses was independent of the work of both Dr. Myer and Dr. Gottsegen. 
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showed improvement but gradually reached a plateau. The lack of progress is due 
to a combination of factors including mental retardation. In cases such as these, the 
profile has some utility in guiding the professional in his counseling oi parents. 

3. Comparing discrepancies between informants. Figure 4 is that of an 8-year- 
old mentally retarded girl, IQ 55. The mother was accepting of the need for institu- 
tionalization for the child but the father resisted it strongly. The estimates of other 
informants including teachers may, of course, be put on the same profile for com- 
parison purposes. 

4. Tocompare pre vs. post morbid levels of functioning. Frequently, the advent 
of disease, accident or emotional difficulties results in a loss of some degree of per- 
sonal social competence. In such cases a comparison with pre-morbid levels is fre- 
quently useful. Figure 5 is that of a male, C. A. 8-2 with a brain injury due to an 
automobile accident. The generally lowered level of functioning is evident. Sub- 
sequent improvement may be plotted on the same profile. 


Use of the profile will be especially helpful with cases of mental retardation, 
brain injury or physical handicap since it provides a baseline against which to judge 
future growth in personal-social competence. It is therefore suggested that it be 
used more or less routinely in these cases. 


REFERENCES 
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A NEW MMPI SCALE FOR THE 
IDENTIFICATION OF HOMOSEXUALITY 


JAMES H. PANTON 
Reed Net Central Prison 
igh, North Carolina 
PROBLEM 


The examination of the MMPI Mf scale scores of imprisoned homosexuals re- 
veals that a majority of cases score below the accepted critical score of T = 70. The 
identification of homosexuality with the Mf scale is further complicated by the 
influence of intelligence on Mf scores. Levy, et. al.“, Panton®?, and Winfield, 
have found that increase in male intelligence is associated with increase in feminine 
interest patterns which are reflected in an increase on Mf scores. This study at- 
tempts to develop a new MMPI scale for the identification of homosexuality based 
on the hypothesis that propensity for homosexual behavior derives from a differ- 
ential of personality factors, a number of these factors being independent of those 
that function on the Mf scale but appearing within the total MMPI item pool. The 
correct identification of prison inmate homosexuals at the time of initial reception 
would be of considerable value from the standpoint of both custody and rehabilita- 
tion programs. 


METHOD 


The valid MMPI records of 58 male inmates presenting social histories of con- 
firmed homosexuality at the time of their admission to the North Carolina prison 


system were selected for the experimental group. This group was matched for age 
and IQ with a control group of 174 nonhomosexuals drawn from the same general 
prison population; the mean age for both groups being 26.2, and the mean IQ 96.9. 
1Q was measured by the Revised Beta Examination. An additional group of 29 non- 
homosexuals with 1Q’s above 120 was selected to test the influence of intelligence 
on the items selected during development of the scale. Table 1 presents the frequency 
distribution of Mf raw scores for the three groups. If the accepted critical score of 
T = 70 (2 8.D.’s) is employed as a cutting score only 26% of the homosexuals are 
correctly identified. It is also noted that 17% of the superior IQ nonhomosexuals as 
compared to only 3% of the control nonhomosexuals are misclassified. Reducing 
the cutting score to T = 60 (1 8.D.) serves to identify only 59% of the homosexuals 
as compared to 75% of the nonhomosexuals. At this point only 62% of the superior 
IQ nonhomosexuals would be correctly identified. Further examination of the table 
reveals that the homosexual and superior IQ nonhomosexual groups present very 
similar means, and that both groups present significantly higher means than the 
nonhomosexual control group. The data of Table 1 emphasize some of the short- 
comings of the Mf scale in correctly identifying homosexuality. Examination of the 
profiles of the experimental and control groups on the remaining eight MMPI 
clinical scales revealed no significant mean differences. 

Chi-square was employed to determine the significance of the differences be- 
tween homosexual and nonhomosexual group responses to the 566 items in the 
MMPI booklet form. Twenty-two of the items were responded to significantly 
different beyond the .05 level of confidence by the two groups. In scoring the items, 
one point was allowed for each item answered in the direction in which the homo- 
sexuals differentiated themselves from the nonhomosexuals. The 22 items shown in 
Table 2 were designated the HSX scale. 
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TasLeE 1. Frequency DistrrpuTion oF Raw Scores AND COMPARISON OF MEANS AND 
STaNDARD DEVIATIONS ON THE MMPI Mf Scaz ror Homosrexvat (H), NonHOMOSEXUAL 
(NH), anp SuPERIoR INTELLIGENCE NONHOMOSEXUAL (SNH) Groups 





H NH SNH 
Raw Score N = 58 N = 174 N = 29 





RESRSE 


ESSE 
aw 
w 
— eb 


Now 


DH Oe Re ost e be 





Mean 26 .67 22.72 25.93 
6.18 4.12 4.30 
H-NH H-SNH NH-SNH 
M/Diff tRatio M/Diff t-Ratio M/Diff  t-Ratio 
3.95 4.51* 74 -64 3.21 3.69* 


*Significant beyond the .01 level of confidence. 





TaBie 2. 22 MMPI Items ANswerepD SIGNIFICANTLY DIFFERENTLY Beyonp THE .05 LEVEL or 
Conripence By 58 Homosexvuat (H) ann 174 Nonnomosexvuat (NH) Prison Inmarss, 





























Direction of | Direction of 
Item No. H Response | Chi Sq. Item No. H Response Chi Sq. 

4 T 21.69 171 T 6.69 
18 T 6.12 199 T 14.72 
33 T 18.75 217 F 5.95 
37 F 34.34 219 F 11.69 
95 ¥ 6.62 241 F 7.48 
118 F 7.35 295 T 16.18 
129 F 9.51 302 F 90.07 
132 T 10.51 382 F 6.22 
133 My 29.21 396 F 5.47 
162 F 12.34 488 T 5.66 
166 Z 14.33 499 F 5.49 
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RESULTs AND DIscussION 


Table 3 presents raw score frequency distributions of the homosexual, non- 
homosexual, and superior IQ nonhomosexual groups on the HSX scale. The point 
of greatest dichotomy is established at a cutting score of 12, which serves to identify 
81% of the homosexuals, 87% of the nonhomosexuals, and 83% of the superior IQ 
nonhomosexuals. The mean of the homosexual group is 13.64 which is significantly 
higher than the 8.55 mean of the nonhomosexual group or the 9.14 mean of the 
superior IQ nonhomosexual group. It is interesting to note the close similarity of 


the means of the two nonhomosexual groups as compared to the difference between 
their means on the Mf scale. 


Tasie 3. Frequency DistrIBuTION oF Raw Scores aND COMPARISON OF MEANS AND 
STANDARD DEVIATIONS ON THE 22 Irem MSX Sca.E For HoMosexvat (H), NoNHOMOSEXUAL 
(NH), anp Supgrior INTELLIGENCE NoNHOMOSEXUAL (SNH) Groups. 











H NH SNH 
Raw Score N=58 N=174 N =29 
20 1 
19 2 
18 2 
17 3 1 
16 5 1 
15 8 
14 9 2 
13 10 8 2 
12 7 12 1 
m (81%) (13%) (17%) 
(19%) (87%) (83%) 
il 3 15 3 
10 2 23 4 
9 5 32 6 
8 1 26 5 
7 14 1 
6 20 2 
5 13 1 
4 7 2 
3 1 
2 1 
Mean 13.64 8.55 9.14 
.D. 2.62 


2.70 2.55 
H-NH H-SNH NH-SNH 
M/Diff t-Ratic M/Diff tRatio M/Diff  t-Ratio 
5.08 12.52** 4.50 7.37** .59 1.11 





*Point of greatest Sot. 
“*Significant beyond the .01 level of confidence. 


Cross-validation was determined on a sample of 21 homosexuals and 21 non- 
homosexuals drawn from the clinical files of the Washington State Penitentiary.* 
These groups were also matched for age and IQ. Table 4 presents the frequency 
distribution of HSX raw scores of the validation groups. The results compare favor- 
ably with the original findings. The point of greatest dichotomy is established at a 
cutting score of 11 which identifies 86% of the homosexuals and 81% of the non- 
homosexuals. The difference between the means of the validation groups is 4.08, 
significant beyond the .01 level of confidence. 


*The author wishes to thank Mr. T. G. Pappas, clinical psychologist at the Washington State 
Penitentiary, for providing the validation sample. 
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TasBiLe 4. Frequency DistrisuTion oF Raw Scores on 22 Irem 
HSX ScateE ror WASHINGTON StTaTE PENITENTIARY HoMOSEXUAL 
(WH) anp NonHomosexuaL (WNH) Groups. 








WH WNH 
Raw Score N = 21 N = 21 
16 2 
15 1 
14 3 
13 6 1 
12 4 1 
ll 2 2 
: (86%) (19%) 
(14%) (81%) 
10 1 3 
9 1 3 
8 3 
7 3 
6 1 3 
5 
4 2 
Mean 12.48 8.33 
$.D. 2.23 2.37 





*Point of greatest dichotomy. 
Table 5 gives the T-score equivalents of the HSX raw scores. The mean of the 
experimental homosexual group is equal to a T score of 69 on the table. 


Taste 5. T-Scorz Conversion TABLE FoR THE 22 ITem HSX 
Sca.LE BasEp on 200 NONHOMOSEXUAL PRISON INMATES 











Raw Score T-Score Raw Score T-Score 
22 100 10 53 
21 96 gy 51 
20 92 8 46 
19 88 7 42 
18 85 6 38 
17 81 5 34 
16 77 4 30 
15 73 3 26 
14 69 2 22 
13 65 1 18 
12 61 0 14 
ll ” §7 

CoNCLUSIONS 


1. An attempt has been made to develop a new MMPI scale for the identi- 
fication of homosexuality based on the hypothesis that propensity for homosexual 
behavior derives from a differential of personality factors and that a number of these 
factors are scorable on the MMPI but function independently of the Mf scale. 

2. Twenty-two items were found to successfully differentiate between homo- 
sexual and nonhomosexual inmates, irrespective of IQ level. These items were de- 
signated the HSX scale. 

3. Validation of the HSX scale was performed on a sample of 21 homosexual 
and 21 nonhomosexual inmates from the Washington State Penitentiary. The re- 
sults of the validation compared favorably with the original findings. 

4. The HSX scale provides an additional objective aid for use in the identifica- 
tion of homosexuality during the initial classification of prison inmates. However, 
the scale should not be used as a sole basis for diagnosis. Any diagnostic assertion 
made on the basis of the HSX scale should be supported by other clinical indices of 
evaluation. 
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VALIDITY OF TWO INDICES OF SEXUAL DEVIANCY! 
ROY S. YAMAHIRO AND RICHARD M. GRIFFITH 


Veterans Administration Hospital and the University of Kentucky 
Lexington, Kentucky 


PROBLEM AND METHOD 


The present study tests the ability of Wheeler’s®) Rorschach content indices 
and the Marsh-Hilliard-Liechti®’ MMPI sexual deviation scale to detect the sexual 
deviancy of ‘‘normal’’ homosexuals. It would not have been possible but for sexual 
assaults on two young children in Lowa. Public indignation following the crimes and 
the lack of solution of them provoked legislation aimed at hospitalizing all sexual 
deviates. The police net rounded up homosexuals whose practices had never before 
brought them before the law, some of them respected members of their communities. 
Most research on sexual deviancy heretofore has been done on neuropsychiatric 
patients where the relationship of the behavior to the mental illness is in doubt, or 
on the sexual offender for whom the behavior may be only one aspect of a deviant 
personality. In contrast, the majority of the subjects for the present study had been 
living within the community, shunning hospital and evading prison and presumably 
maintaining a semblance of ‘‘normal’’ adjustment. 

Twenty-three of these involuntary patients were tested with the Rorschach 
and the Minnesota Multiphasic Personality Inventory (MMPI). The age range was 
from 16 to 58 years, mean 31.3 years. The mean IQ was 110.0, 8. D. 12.9. Three of 
the 23 had served prison sentences for sexual offenses and 3 had received dishonor- 
able discharges from the Armed Forces due to sexual misconduct. For an additional 
comparison group 110 narcotic addicts were administered the MMPI. 


RESULTS 

Wheeler’s Rorschach content indices. From the sparse literature on content 
analysis and from personal contacts with experienced Rorschachers, Wheeler“ 
compiled a list of twenty content signs mentioned as indicative of homosexuality. 
He then tested the list against clinical judgments as to the homosexual tendencies of 
100 out-patient war veterans. Despite the shadowy nature of his criteria and the 
fact that he was dealing principally with latent tendencies rather than overt be- 
havior, his list correlated to a promising degree with judgments made by the thera- 
pists of the patients. Reitzell“) found that her homosexuals, most of them probated 
after being apprehended in the act, produced more of Wheeler’s signs than compari- 
son hysterics and alcoholics. Davids, et al.“ studied 20 male college students of high 
average and superior intelligence and from average or better socioeconomic back- 


1The data on the sexual deviates were principally collected by the primary author while he was a 
member of the staff of the Mental Health Institute, Mt. Pleasant, Iowa. The authors are grateful to 
that Institute and its Superintendent, Dr. W. B. Brown, for the release of the data and to colleagues 
Dr. Charles M. Fairchild and Mr. R. O. Gundersen who helped collect them, 
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ground who had come to the psychologist because of distress over homosexual prac- 
tices. On Wheeler’s signs these homosexual college students differed significantly 
from the neurotic and the normal college students used as controls. 

Table 1 compares the present results with those of the two previous studies.’ Be- 
cause the students of Davids, et al., had come seeking guidance, their responses 


TaBLEe 1. WHEELER’s RorscHacH Content Sicns GivEN BY THREE Groups oF HoMOSEXUALS 





Davids-Joelson- Reitzell Yamahiro-Griffith 
McArthur . 


N 20 26 22 


Signs : 2.7 
, —- 1.75 
Rorschach : 22.1* 
Responses . — 
% (Signs/ M : 12.1 
Responses) ; — 8.64 








*Differ significantly at .01 level from Davids, et. al. 


could be expected to be frank and unsuppressed ; thus the comparative results should 
indicate the susceptibility of Wheeler’s list of percepts to a guarded or evasive atti- 
tude. The effect would seem to center around the number of responses. As may be 
seen in Table 1, the figures of Reitzell and those of the present study correspond 
fairly well, whereas the college students averaged about three times the number of 
Rorschach responses (67.9 vs. 19.3 and 22.1) and about double the number of Wheeler 
signs (5.2 vs. 2.7 and 2.3). However, the situation is reversed in terms of the percent- 
age of total responses, with the shorter records containing larger percentages of the 
signs (9.3 vs. 14.1 and 12.1). The number of tests for statistical significance are lim- 
ited because Reitzell did not give the standard deviations of her values. Taken to- 
gether, the results suggest that the percentage of signs rather than their absolute 
number would be a preferable measure of homosexuality, a possibility which Wheeler 
considered and then rejected“. »- “6), Incidentally, the low number of responses 
by the convicted homosexuals would place limits on the proposal for which Davids, 
et al.,: ®. 1%) found support in the literature that creative productivity on the Ror- 
schach may be a homosexual variable. 


The Marsh-Hilliard-Liechti MMPI sexual deviation scale. Marsh and his asso- 
ciates®) selected 100 MMPI items which differentiated normals from sexual offend- 
ers, and then tested the scale composed of these items on new groups of 200 sexual 
offenders and 145 normals. The deviates had all been committed to a California 
state hospital for offenses which were usually against children; the normals were 
summer college students including individuals active in the field of education who 
were doing graduate work toward advanced degrees—superintendents, principals, 
and teachers. As may be seen in Table 2, the Iowa deviates scored almost as high as 


Tas_e 2. MMPI Sexvat Deviation ScaLe Scores For DEVIATES AND COMPARISON SUBJECTS 





Marsh-Hilliard-Liechti Yamahiro-Griffith 
Sexual Deviates Normals Sexual Deviates Narcotic Addicts 
N 200 145 23 110 
Mean 42.1 21.3 38.9 38.8* 
SD 9.3 6.5 7.7 8.6 


*Addicts differ from Marsh, et al., deviates at .01 level by ¢ test; all groups differ significantly 
from the normals. 








_ ‘Strictly speaking, Wheeler dealt only with homosexuals and not the less common forms of de- 
viancy ; accordingly one of the subjects was dropped from this phase of the present study because his 
offense was against a member of the opposite sex and he denied homosexual behavior. 
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did the California deviates on the MMPI scale (mean of 38.9 vs. 41.8). Using the 
cut-off point of 30-31, 83 per cent of the present group is correctly identified vs. 88 per 
cent of theirs. This similarity appears in the face of differences in the composition 
of the groups, the controlled homosexual being compared with deviates whose 
diverse practices had brought them more frequently and more forcibly into conflict 
with society. 

However, when they checked further into the value of their scale, Marsh and 
his associates found that it did not discriminate between sexual offenders and hos- 
pitalized neurotics and psychotics; they recognized the implication that the scale 
measured some factor of personality disintegration or maladjustment rather than 
sexual deviancy alone. For evidence as to the adequacy of their control group, the 
MMPI records of 110 inmates of the United: States Public Health Service Hospital 
near Lexington, Kentucky, were scored with the sexual deviate scale.* The subjects 
were similar to those of Marsh and associates in having been incarcerated—though 
for narcotic addiction. Negroes were excluded; about 35 per cent of the remainers 
were of Spanish-American origin against 11 per cent in the California group. The 
extent of homosexual practices among these addicts may be questioned; hospital 
personnel screened the records, weeding out those of known homosexuals. The 
results are included in Table 2. The narcotic addicts scored lower (mean of 37.8) 
than either of the homosexual groups though not enough so to permit discrimination 
except when the number of subjects is large. Seventy-seven per cent of the addicts 
were ‘‘mis-identified’’ as sexual deviates, i.e., exceeded the cut-off score of 30. 


DIscussION 


Since Rorschach’s monograph, clinicians have relied upon the functional aspects 
of the apperceptive process rather then upon the “‘what’’ perceived. Content an- 
alysis, whether untried or unsuccessful, has not caught on. That Wheeler, gathering 
scattered signs from a few predecessors, was able to derive a list of content items 
favored by homosexuals—for whom, it should be noted, the conventional approach 
has not worked very well—should raise some worthwhile speculation. The issue is 
between mental furniture and mental function. Why should some clinical or be- 
havioral groups be characterized primarily by the things perceived and others by 
the process of perceiving? If the situation is not so clear-cut and, upon systematic 
analysis, content items for other groups can also be isolated, the effort expended 
would be justified on two scores: (a) for providing diagnostic complementaria, and (b) 
for the insight gained into the imagery, strivings ari preoccupations of the patients 
with whom the clinican works. 

The Marsh-Hilliard-Liechti attempt underscores the fact that, after all, the 
sexual deviate is different. The neurotic, the addict, the psychotic, the sexual de- 
viate is, each in his own way, deviant. The MMPI scale seems to have tapped the 
level of the genus to which they all belong without penetrating to their differing 
species. Homosexuality, or voyeurism, or exhibitionism is never only a spot on an 
otherwise normal personality but inevitably only the visible aspect of a pervading 
tincture. In this connection, using the self-sort techniques of Rogers“) the primary 
author performed a concomitant study which indicated that, despite their seeming 
adjustment to their homosexuality, the subjects were, indeed, sensitive to and 
unhappy in their roles. 


SuMMARY 


Twenty-three sexual deviates, most of whom had previously lived undetected 
in their community, were tested with the Rorschach and the MMPI for evidence as 
to the validity of two recently derived scales of sexual deviancy. Wheeler’s list of 
content items for homosexuality held up well if one allows for the length of a record 


‘The authors are grateful to Dr. Jack J. Monroe, Chief, Psychology Service, USPHS Hospital, 
Lexington, and to his staff for the willingness with which they cooperated on the project. 
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by using the percentage of total responses rather than the raw number of signs. The 
subjects scored high on the sexual deviancy scale of the MMPI, but, since in the 
original study neurotics and psychotics also scored high, and in this study narcotic 
addicts scored high, the conclusion is strengthened that not only sexual deviancy but 
rather personality deviancy is being measured. 
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THE PREDICTION OF PSYCHOSIS WITH THE MMPI 


D. C. AFFLECK AND SOL L. GARFIELD 
University of Nebraska College of Medicine 


PROBLEM 

As part of a recent study, Winter and Salcines © evaluated the effectiveness of 
the MMPI signs for the prediction of psychosis developed by Meehl®? and modified 
by Peterson? for the prediction of ‘“‘subclinical schizophrenia”. Using groups of 
normals, physically ill patients, and “grossly disturbed” hospitalized schizophrenics, 
Winter and Salcines correctly classified 81% of Ss as to the presence of psychosis by 
means of the Feterson signs. They pointed out that most of the false positives oc- 
curred in the group of physically ill patients and cautioned that an evaluation of 
“the stresses found in a person’s life situation’ was indicated before attempting to 
make a diagnosis of psychosis ©: ?- 2), 

In the usual run of referrals in the psychiatric setting there are stresses in the 
life situation of almost all patients. Furthermore, in the clinical setting the differ- 
entiation of such groups as the normal vs. the severe schizophrenic is not the decision 
usually required. An instrument may be effective in differentiating such extremely 
diverse groups and still have little utility in differentiating among other clinical 
groups which the bulk of clinical decision requires. The present study is an attempt 
to evaluate the usefulness of the Peterson signs in predicting psychosis when applied 
to the range of clinical problems encountered in the clinic and hospital. 


MetTHop 


The case records of all patients, out-patient and in-patient, given the MMPI 
over the past three years in our institution, and for whom there was a final psychiatric 
diagnosis exclusive of brain damage were used. Records of 152 such patients were 
available including 22 schizophrenics, 44 psychoneurotics, 65 personality disorders, 
and the remainder were diagnosed as other psychotic reactions, psychophysiological 
disorders, and situational reactions. 

A score was computed for each patient giving one point for each of Peterson’s 
six signs. Patients scoring three or more points were designated as psychotic follow- 
ing the practice of Peterson and Winter and Salcines. The test predictions were then 
compared with the staff diagnoses the patients finally received. The age of the 
patients ranged from 14-74 (median 29). The median education of the total group 
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was 12 with only two persons in the sample having less than 7 years of formal] educa- 
tion. Since Winter and Salcines used male Ss only, separate analyses were made for 
each sex. The sample consisted of 90 males and 62 females. There were no significant 


differences between the median age and educational levels of the male and female 
groups. 


RESULTS 


Table 1 presents the results of the analysis. The most striking feature is that 62 
cases (41%) are designated as psychotic by the test signs whereas only 33 cases 
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(22%) were diagnosed as clinically psychotic. The over-all percent of correct classi- 
fications was 63 which is less than the 78% accuracy that would have been achieved 
by labeling all cases non-psychotic. Our data would indicate that the use of the 
Peterson scale would overpredict psychosis, particularly in that group of patients 
designated as personality disorders. Combining both the male and female samples 
it was found that 68% of the schizophrenic patients and 58% of the total psychotic 
group were correctly labeled psychotic. On the other hand, 42% of the personality 
disorders were also labeied psychotic. 


DIscussION 

The application of selected signs from the MMPI to an unselected group of 
psychiatric patients did not produce as good results as when these signs were used 
previously to compare a selected schizophrenic group with non-psychiatric groups. 
However, the comparative appraisal of all types of patients with diverse syndromes 
is what is most typically encountered in clinical practice. On this basis, the psychosis 
scale of Peterson’s would appear to offer too many false positives to be of real clinical 
value. In a similar validation study of Taulbee and Sisson’s “ scales for differentiat- 
ing schizophrenia from neurosis, Garfield and Sineps“? also found a high number of 
falsely diagnosed psychotics among those patients diagnosed as personality dis- 
orders. While the similarity in findings may result from diagnostic biases in this 
setting, on the basis of our data both scales appear to have limitations as diagnostic 
techniques when applied to an unselected group of disturbed persons. The adequate 


differentiation of the personality disorders from psychotics with the MMPI remains a 
problem for further research. 


SUMMARY 
The MMPI psychosis scale developed by Peterson was applied to 152 psychia- 
tric patients with diverse diagnoses. The results revealed many more false positives 
and appeared less promising than was apparent in the work of Winter and Salcines. 
The failure to utilize other psychiatric groups for purposes of comparison appears to 
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account for the differences in results. On the basis of this and other findings, it 
seems that any evaluation of diagnostic techniques should include samples of groups 
ordinarily encountered in most clinical situations. It would appear that the problem 
of adequately differentiating the group of personality disorders from psychotics re- 
mains an unsolved problem in efforts to predict psychosis from the MMPI. 
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CORRELATIONS OF NEW MMPI SCALES WITH EDWARDS SD SCALE 
ALLEN L. EDWARDS AND LOUISE B. HEATHERS AND WILBERT E. FORDYCE 
University of Washington VA Hospital, Seattle, Washington 


PROBLEM 


The Social Desirability (SD) scale of the MMPI was developed by Edwards“ 
as a measure of test-taking behavior. All items are keyed for socially desirable 
responses, defined as a True response to an item which has a judged socially desirable 
scale value or a False response to an item which has a judged socially undesirable 
scale value. Operationally, scores on the SD scale can be interpreted as the number 
of times out of a given set of opportunities that a person has given socially desirable 
responses in his self-description. 

The earliest version“? of the SD scale consisted of 79 items. Fordyce has 
reported correlations between scores on the 79 item SD scale and the clinical and 
validity scales of the MMPI. Subsequently, the 79 item SD scale was reduced to 39 
items. Merrill and Heathers“) calculated correlations between scores on the 39 
item SD scale and various MMPI scales. Edwards“? has summarized the results 
obtained by Merrill and Heathers, Fordyce, and other research studies involving 
the SD scale. Welsh and Dahlstrom “*’, Hathaway and Briggs®’, Little and Fisher 
@), and Block®) have reported upon the development of new MMPI scales. The 


present paper is concerned with the correlations between these new MMPI scales 
and the 39 item SD scale. 


PROCEDURE 


Two different samples of MMPI records were used in the study. One sample 
consisted of the MMPI records of 155 male clients of the Counseling Center of the 
University of Washington used in the earlier study by Merrill and Heathers and will 
be referred to as the CC sample. The second sample consisted of the MMPI records 
of 150 males diagnosed as neuropsychiatric cases at the VA hospital in Seattle, 
Washington, and will be referred to as the VA sample. 


Subjects in the CC sample had been given the long form of the MMPI con- 
sisting of the complete set of 566 items. For this sample, therefore, it was possible 


to score each test record for the ful] set of items making up each of the new MMPI 


scales. Subjects in the VA sample, however, had been given a short form of the 
MMPI consisting of only 429 items and consequently the records could not, in all 





CORRELATIONS OF NEW MMPI SCALES WITH EDWARDS SD SCALE _ 27 


cases, be scored for the complete set of items in each of the new MMPI scales. The 
ratio of the number of items scored to the total number of items in each scale is 
given at the right of Table 1. 

Within the limitations noted for the VA sample, each test record was scored for 
the SD scale and the following 11 new MMPI scales: Welsh’s“* first factor (A) and 
second factor (R); Williams’“* caudality (Ca) scale; Block’s®’ psychoneurosis 
(Pn), neurotic overcontrol (Noc), neurotic undercontrol (Nuc) and ego control (Ec 
III) factors; Little and Fisher’s“!) admission (Ad) and denial (Dn) factor; Cuad- 
ra’s) control (Cn) factor; and Barron’s“? ego strength (Es) factor. 


RESULTS 
The correlations obtained between the 11 new MMPI scales and the SD scale 
are given in Table 1, together with the means and standard deviations of the scales. 
Despite some differences in variability in scores on the scales between the two 
TaBLe 1. CorreLATIONS oF NEw MMPI Scauzs wits THe SD ScaLze ror CouNsELING CENTER 
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scale. 


samples, the correlations of each of the new MMPI scales with the SD scale are 
fairly comparable for the two samples, The relatively high correlations of A, Ca, 
Pn, Ad, Noc, Nuc, Dn, and Es with scores on the SD scale were not unexpected on 
the basis of previous research “: 7. *) which has shown that scores on the SD scale 
tend to be substantially correlated, either positively or negatively, with scores on 
other personality scales of the True-False type. This is not true, however, of Cn, 
Ec III, and R which show relatively little relation to scores on the SD scale. 


DIscussiIon 


Edwards“) has suggested that a low correlation between scores on the SD scale 
and another personality scale of the True-False type might be obtained because (a) 


the items in the personality scale are relatively neutral with respect to their social 
desirability scale values or (b) the items in the personality scale may not be con- 
sistently keyed for socially desirable responses. To examine this suggestion directly 
with respect to the items in the Cn, Ec III, and R scales would require that we have 


available the social desirability scale values of the items in these scales as obtained 
by one of the psychological scaling methods. An indirect approach to the problem 


is, however, possible 


Edwards“), for example, found a high positive correlation between the pro- 
portion of subjects endorsing a personality item in self-description and the social 
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desirability scale value of the item. This finding has been confirmed by Wright “* 
and Hillmer“® using Edwards’ set of items, and by Hanley“ for a random sample 
of items from the Se and D scales of the MMPI. It might be argued, therefore, that 
the response given by a majority of subjects to a personality item could, in general, 
be assumed to be the socially desirable response.! ' 

In the MMPI, an item which is keyed in the same direction as the majority 
response of the standardizing Minnesota normals is designated as a O item; an item 
which is keyed in the opposite direction to the majority response is designated as an 
X item. Thus, assuming that the majority response is the socially desirable response, 
if an MMPI scale contains a large number of O items and few X items, the scale 
might be said to be keyed primarily for socially desirable responses. For all such 
scales, we would expect the correlation with scores on the SD scale to be positive. 
For example, in the Dn and Es scales which correlate positively and substantially 
with SD, 73 and 79 per cent, respectively, of the items are O items. On the other 
hand, if an MMPI scale contains a large number of X items and relatively few O 
items, the scale might be said to be keyed primarily for sociaily undesirable re- 
sponses. Correlations between scores on such scales and the SD scale should be 
negative. This is true for all of the scales (A, Ca, Pn, Ad, Noc, and Nuc) which cor- 
relate substantially and negatively with SD and in which the percentage of X items 
ranges from 76 to 100 per cent. 

With respect to the three scales, Cn, Ec III, and R, which have low correlations 
with SD, we might expect to find that there is a better balance between the X and O 
items. An examination of the items in these scales shows that 58 per cent of the 


items in the Cn scale are X items, 43 per cent of the Ec III items are X items, and 
62 per cent of the R items are X items. 
The relationship between the SD correlations of the scales and the proportion 


of X items in the scales is shown in Figure 1 for the CC sample. For these 11 scales 
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the correlation with SD can be predicted quite well by the proportion of X items in 
the scales. The product-moment correlation between the SD correlation and the 
proportion of X items is, for example, —.96. The results obtained with the Cn, 
Ec III, and R scales show that it is possible to develop personality scales of the 
True-False type which will correlate relatively low with scores on the SD scale. 


*The term “assume” is used advisedly since it has been found *), that some items with socially 
undesirable scale values will be endorsed by a majority of subjects and that some items with socially 
desirable scale values will not be endorsed by a majority of subjects. 
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The evidence indicates that low correlations will be found when a fair degree of 


balance is obtained between the items keyed for socially desirable and socially 
undesirable responses. 


SUMMARY 


MMPI records of two samples were scored for the SD scale and 11 new MMPI 
scales. With the exception of three scales—Cn, Ec III, and R—it was found that 
scores on the new MMPI scales were substantially correlated with the scores on the 
SD scale. Examination of the Cn, Ec III, and R scales showed that the keying of the 
items in the SD scales was relatively balanced for socially desirable and socially 
undesirable responses. 

The results are interpreted as indicating that if a scale is developed in which a 


fair degree of balance is present in the keying for socially desirable and socially un- 
desirable responses, scores on the scales will tend to have relatively low correlations 
with scores on the SD scale. 
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ANALYSIS OF MMPI CANNOT SAY SCORES IN AN 
ADOLESCENT POPULATION 


JOHN C. BALL AND DONNA CARROLL 
University of Kentucky 


PROBLEM 

The question of what is measured by the Cannot Say score of the MMPI 
remains unresolved. Brown“? reported that the scale was a reflection of defensive- 
ness. Tamkin and Scherer“), however, were unable to substantiate this finding. 
Rosen? noted that high scores were common among clinical groups. The purposes 
of the present study are, first, to determine whether Cannot Say scores are associated 
with age, sex, intelligence, delinquency and other background factors, and second, 
to analyze MMPI content categories which contribute to the Cannot Say score. 


PROCEDURE 

The subjects were 262 Kentucky adolescents to whom the full booklet form of 
the MMPI was administered. Of these, 224 were ninth grade public school students 
in two towns of approximately 10,000 population; the remaining 38 subjects were in- 
carcerated juvenile delinquents from throughout Kentucky. The mean age of the 
public school students was 14.90, while that of the delinquents was 15.87. 

Of the 262 profiles obtained, 28 were invalidated on the basis of L, F or F-K 
scores. None were invalidated by high Cannot Say scores with 100 or more items 
omitted. In the subsequent presentation, the subjects with invalid profiles are con- 
sidered separately. 


RESULTS 
The mean raw Cannot Say scores for the 262 subjects are shown in Table 1. 
Statistically significant differences (p < .01) were found to obtain between boys and 


Taste 1. Cannot Say Scorzs or 262 Kenrucxy Apo.escents By 
Sex, DELINQUENCY AND INVALIDITY oF MMPI Proriizs 





Cannot Say Scores 
Sample Mean 8.D. 


Public School Boys 6.74 7.73 
Public School Girls 3.09 8.28 
Delinquent Boys : , 
Delinquent Girls . , 
Boys with Invalid Profiles 

Girls with Invalid Profiles 








girls. Cannot Say scores were not, however, significantly different among the three 
groups: public school students, delinquents or subjects with invalid profiles. A 
further statistical analysis of subjects with valid profiles revealed a significant 
association between high Cannot Say scores and low IQ and poor academic achieve- 
ment. No significant association was found between Cannot Say scores and age, 
socio-economic status, broken homes, or number of MMPI clinical scales at T-score 
70 or above. 

Of the 566 items, 156 (27.6 percent) were answered by all 262 subjects. Of the 
possible total of completed items (262 X 566) only 0.84 percent were omitted. Forty- 
nine items (8.7 percent) were omitted, however, by more than five subjects. These 
49 most frequently omitted items accounted for 40.7 percent of the total omissions. 

The 49 items with high non-response rates fall into four content categories. 
First, 13 statements were inapplicable to many adolescents or were not readily com- 
prehensible. Included within this group were items referring to employment, the 
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reading of Alice in Wonderland, or past experiences which the subject had probably 
not had as well as statements which were, apparently, not understood. A second 
group of 12 items consisted of religious questions or statements. The third group of 
10 items included statements of sexual content or those which referred to intimate 
body functions. The fourth content area included 14 items which reflected an un- 
willingness or inability of the subject to make a positive decision about himself. 
Many of the items referred to personal relationships about which the subject pre- 
sumably had knowledge but which he was not prepared to state. Two examples of 


these items were “I am liked by most people who know me”’ and “I am certainly 
lacking in self-confidence.” 


Discussion 

Especially notable are the sex differences in Cannot Say scores. It seems likely 
that the willingness of girls to answer all or almost all of the items reflected their 
generally more conforming behavior at this age as well as their superior social 
maturity. The association of low IQ and below average grades with high Cannot Say 
scores suggests both difficulty in comprehension and psychological indecisiveness. 
The failure of the scale to differentiate delinquents from nondelinquents suggests 
that it is unrelated to such behavior disorders. 

Of the four categories of most frequently omitted items, one consisted of in- 
applicable statements. The three remaining content categories seemed to be asso- 
ciated with personality factors. Those items of religious content indicated an un- 
willingness to pass judgment on questions of belief. The sexual or bodily function 
category reflected affectional sensitivity. The fourth group of items seemed in- 
dicative of personal indecisiveness. More than any of the other categories this last 
suggested the presence of clinical tendencies. Brown’s“ designation of “‘pathological 
irresoluteness”’ for such items is in general accord with the present finding. 


SuMMARY 


Cannot Say scores on the MMPI were found to be associated with sex, intelli- 
gence and academic achievement in an adolescent population. An item analysis of 
Cannot Say items supports the contention that this scale measures psychological 
indecisiveness, but that it does so only in specified content categories. 


REFERENCES 
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NEGRO-WHITE DIFFERENCES ON THE MMPI 
JACK E. HOKANSON* AND GEORGE CALDEN 
Veterans Administration Hospital, Madison, Wisconsin 


PROBLEM 
The widespread use of the MMPI among a variety of populations has led to a 
growing concern over the applicability of available norms.“) The present paper is 
intended as an initial step in the study of Negro — white differences in MMPI scores. 
Basic to such a comparison is the assumption that aside from personal idiosyncratic 
factors, sociocultural experiences will also be reflected in psychological test responses. 


PROCEDURE 


The subjects consisted of male, tuberculosis patients who were admitted con- 
secutively to the VA Hospital, Madison, Wisconsin, during a six month period. The 
individual form of the MMPI was administered during their first month of hospital- 
ization as part of an extensive study of the relationship of personality and body type 
to tuberculosis. Records with validity scores above a critical score of T = 70 were 
rejected except on the F scale where records having scores above T = 80 were dis- 
qualified. In addition, a number of the inventories of older, white patients were 
randomly discarded in order to equalize the ages of the groups. This procedure pro- 
vided a sample of 84 white subjects whose average age was 35.1 years, and 34 Negro 
subjects whose average age was 32.4 years. A chi-square test between Negroes and 
whites with respect to white collar vs. manual labor types of occupations proved to 
be insignificant. Both groups came predominantly from northern, working class 
settings. 


RESULTS AND DiscussION 
The mean scale score values for each of the MMPI scales are presented in Table 
1. Reference to the ¢ values indicates that Negroes in this sample score significantly 
higher on the Pd, Mf, Sc, Ma, L and F scales. The results suggest that in contrast to 
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whites, Negroes tend to show less concern over conventional social mores; demon- 
strate a greater emotional vigor and buoyancy; are more prone to act on their ideas 


*Now at Florida State University. 
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and impulses; manifest more of what are considered to be bizarre or unusual 
thoughts and behavior; and, exhibit a more feminine pattern of interests. 


SuMMARY 

The aim of this exploratory study was to investigate differences in MMPI 
records between Negroes and whites, both groups stemming from a predominantly 
working class background. Negroes were found to have significantly higher Pd, Mf, 
Se, Ma, L and F scale scores. 

In view of the significant difference in MMPI scores between Negro and white 
subjects, a more careful consideration of an individual’s sociocultural background 
may be necessary for an adequate evaluation of his MMPI record. The differences 
—— the need for the development of appropriate norms for Negro and white 
subjects. 


BIBLIOGRAPHY 
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A COMPARISON OF TAPED AND BOOKLET FORMS OF THE 
MINNESOTA MULTIPHASIC PERSONALITY INVENTORY! 


ALBERT H. URMER, HORACE 0. BLACK AND LEONARD V. WENDLAND 
Rancho Los Amigos Hospital, Downey, California 


PROBLEM 

In attempting to utilize the MMPI with populations having low reading compre- 
hension or serious visual defects, two basic problems were found with the two exist- 
ing forms (booklet and card). The reading comprehension level of many patients is 
insufficient for adequate understanding. Also, the responses to the items were not 
spontaneous, some patients requiring up to five hours to complete the MMPI. This 
paper reports the development of a tape-recorded oral form of the MMPI to facilitate 
the problem of comprehension and control the response speed. 


PROCEDURE 


Items 1-375, 383, 398, 406, 461, 502 were recorded on tape. Each item was pre- 
ceded by its number and followed by a five second interval to permit the recording of 
the response on the standard IBM answer sheet. The instructions were also recorded 
to standardize the procedure. The tape form of the MMPI was administered with 
each patient having an individual speaker or earphone, with an opportunity given 
at the completion of the test to answer any skipped item. 

The booklet and tape forms of the MMPI were administered to 39 male and 2 
female patients residing in this hospital for placement rather than medical problems. 
The order of presentation was randomly determined, with 22 patients taking the 
booklet form first and 19 taking the tape form first, with time intervals between 
administrations ranging from one week to three months. Upon completion of testing, 
the patients were asked their impressions of the two forms. Prior to the statistical 
analysis all the data were converted to standard scores and weighted according to the 
standard procedure used for profiling MMPI test results. 


RESULTS 
Table 1 indicates the lack of significant differences between the means of the 
individual scales. To evaluate the total profiles, the method of Gengerelli and But- 


1The Minnesota Multiphasic Personality Inventory items were reproduced on tape by express 
permission of The Psychological Corporation. 
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TasBLe 1. Comparison oF INDIVIDUAL ScALES ON TaPE AND BookLet Forms 
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ler“) yielded at = .272 (p = .80) indicating that the profiles of the tape and booklet 
forms did not differ significantly. To further evaluate the comparability of the two 
forms, the individual scales were correlated and compared to correlations reported 
by Rosen? using a test-retest method with the booklet form. Table 2 indicates that 
the correlations on our two forms are comparable to those reported by Rosen. The 
patient reports indicated that the response time was adequate and that the tape 
form was less fatiguing than the booklet. 
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SUMMARY AND CONCLUSIONS 


A tape recording of a part of the MMPI was utilized with a population of 39 
males and 2 females to determine the reliability between the booklet form and the 
taped form. The results indicated there were no statistically significant differences 
between any of the scales or the total profile. The individual scale correlations were 
comparable to those reported with test-retest using the booklet form, indicating that 
the two forms are equivalent and the variations are due to test-retest rather than 
the differences between the two forms. The tape form has several advantages with 
this institutional population: 1. The response speed is relatively standardized. 2. 
The problem of written comprehension is reduced. 3. Reading errors due to visual 
defects (a major problem with older populations) are avoided. 4. Patients find the 
tape form less fatiguing. 


REFERENCES 
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BODY IMAGE AND RATINGS OF ADJUSTMENT ON 
HUMAN FIGURE DRAWINGS 


RAYMOND G. HUNT AND MARVIN J. FELDMAN 
Washington University of St. Louis University of Buffalo 


PROBLEM 

The purpose of the present study was to investigate temporal and sex differ- 
ences in attitudes toward parts of the body and the relationship between these 
attitudes and human figure drawings. Attitudes (or “‘cathexes’’) respecting the body 
and its parts are regularly conceived as important variables in personality theory 
and research“) and may be expected to vary between the sexes and as a function of 
time, especially in relationship to critical developmental epochs such as adolescence. 

Following Jourard and Secord®) body cathexis can be defined simply as the 
degree of satisfaction with various body parts indexed by self ratings. Such ratings 
were analyzed here as a function of sex and time. In addition the hitherto unexplored 
relations between body cathexes and a popular clinical technique (the Draw-A- 
Person ——" which is also ‘presumed to reflect the individual’s “‘body-image”’ ® 
were studied. 


PROCEDURE 


The subjects were 65 students, 39 men and 26 women, enrolled in a lower 
division course in psychology. First a modification of the Secord and Jourard ©) 
body-cathexis (BC) scale was administered. The subjects rated each of 25 body 
parts or characteristics (see Table 1) on a five point scale with reference to their 
feelings about their own bodies. The scale points were (1) strong positive feelings, 
(2) moderate positive feelings, (3) no feelings one way or the other, (4) moderate 
negative feelings, and (5) strong negative feelings. Each subject rated the 25 body 
parts twice, first as they felt at present to secure post-adolescent or college ratings 
(most S’s were between 19 and 21 years of age), and then according to their feelings 
about these body parts during their early adolescence or junior high school period. 
The latter ratings obviously were retrospective. 

After completing the two sets of ratings, the subjects were instructed to draw an 
unclothed human figure. The instructions included a restriction to avoid drawing 
“stick figures”. It is of interest that while not spevifically instructed to do so, all 
S’s drew their own sex. The drawings and ratings were obtained in a regular class- 
room session. 

Finally, three clinicians versed in the clinical use of figure drawings made 
independent ratings of the 25 body parts on each drawing for specific signs of dis- 
turbance. The ratings were simple presence or absence of disturbance for each body 
part. To promote uniformity of ratings in terms of the theoretical criteria embodied 
in Machover’s system, the judges were given brief descriptions of the signs of dis- 
turbance associated with each body part as presented by Machover®). A discussion 
of the reliability of the judges’ ratings is contained in an earlier article®). The inter- 
judge correlations ranged from .74 — .86 for degree of agreement on which parts 
showed the most disturbance. Each judge’s ratings was converted to a set of stand- 
ard or z scores. The three sets of z scores were averaged and then rank-ordered. 


RESULTS 

Body cathexis changes. First, temporal changes in the two sets of ratings were 
compared. The mean adolescent rating for all subjects was 2.85 while the mean 
college rating was 2.73. This difference of 0.3 of a scale step yielded a t of 2.73, 
significant at the one per cent level. Thus it appears that body image ratings were 
more favorable (or, more exactly, less unfavorable) in the college ratings. Table 1 
indicates that the tendency for college ratings to be more favorable is with few ex- 
ceptions consistent for all body parts and for both sexes. A formal confirmation, 
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however, was made by the Wilcoxon signed-rank test, corrected for ties »- 7) 
which compared each body part for direction of change at the two time periods. The 
statistical tests performed separately for each sex produced z of —4.33 for women 
and —4.28 for men. Both figures were significant well beyond the one percent level. 

Although it was clear that the college ratings were more favorable, a subsidiary 
question could be raised as to whether or not the body parts retained the same 
relative position on the two sets of ratings. To answer this question, Mann-Whitney 
U tests “ »- 16) were used to compare the difference in the rank position of each body 
part on the two sets of ratings. Separate analyses were performed on the data for 
each sex. None of the differences was significant. Thus, although college ratings 
were generally more favorable, the individual body parts maintained the same 
relative position in the two sets of ratings. 

A further question was whether one sex changed more than the other on the two 
sets of ratings. To elucidate this point, a simple median test‘ °- ") was computed 
by combining the difference scores, (M, - M,), for both sexes into a single distribu- 
tion of differences; finding the median of this distribution; then composing a fourfold 
table of men and women above and below the combined median score. Since the 
difference was not significant, it can be concluded that the change was approximately 
the same for each sex. 

In addition to the preceding analyses, differences in variability were examined. 
A simple average deviation was computed for each body part by tallying the fre- 
quency with which BC ratings deviated in either direction from the neutral point 
(scale position 3) of the scale and, disregarding signs, dividing the sum of the de- 
viations by N. The first point was to study possible variability differences between 
the two sets of ratings using the Wilcoxon signed-rank test. The differences in varia- 
bility between the college and adolescent ratings were highly significant either 
analyzing all subjects together or treating each sex separately. For the combined 
group, this statistic yielded a z of —3.49; for women az of —3.73, and for men az of 
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— 2.73; the p values for all of these comparisons were well beyond the one percent 
level. These figures indicate that the college ratings were more variable than the 
adolescent ratings. 

The next step was to determine whether there were sex differences in varia- 
bility. Stated another way, this analysis was made to determine which sex cathected 
their bodies to a greater degree. With non-correlated data, the Mann-Whitney U 
test seemed to be an appropriate non-parametric statistic. The results indicated that 
women at both age levels were more variable than men in assigning ratings to the 
various body parts. For the college ratings, the z = 3.80, p = .001 and for the 
adolescent ratings, the z = 1.87, p = .06. 


Body cathexis and figure drawings. Two alternative assumptions were tested, 
namely that degree of disturbance on the DAP would correlate positively either 
with (a) the degree of disturbance (i.e., dissatisfaction) on the BC scale, or (b) the 
degree of variability on the BC scale. Only crude overall relationships were deter- 
mined by means of rank order correlations. As shown in Table 2, the DAP scores 


TaBLe 2. Rank OrpER CORRELATIONS BETWEEN SiGNs oF DISTURBANCE ON 
Figure Drawines AND Ratinas oF DISTURBANCE AND VARIABILITY SCORES 
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were not related to the BC ratings either in terms of degree of disturbance or degree 
of variability on the latter measure. Of the eight correlations, only that between 
male DAP and male adolescent ratings of disturbance on BC was significant. With- 
out a corresponding significant correlation between female DAP and disturbance on 
BC, it seems best not to reject the null hypothesis for the entire set of correlations. 
With such minimal results from these overall scores, no attempt was made to pursue 
possible relationships between individual body parts on these two instruments. 


Discussion 

The status of the DAP would be enhanced if this technique was found to cor- 
relate significantly with independent measures of bodily concern. Swensen’s“? re- 
view of the DAP literature, however, found few objective studies supporting the 
validity of the procedure. While the present study was not designed to evaluate the 
clinical usefulness of the DAP, the results do nothing to increase confidence in it. 

The findings on the BC scale corroborate earlier work and add some new facts. 
The finding that women cathect their bodies more highly than do men is consistent 
with previous studies®: ©), That is, their greater variability scores suggest that the 
body is more likely to be a source of both satisfaction and dissatisfaction for women. 
The data also seem to substantiate our initial assumption that the rapid and often 
asynchronous growth of early adolescence would be reflected in feelings about the 
body, for BC ratings became more favorable from the adolescent to the college 
ratings. The changes which occurred seem in accord with cultural expectations of 
masculinity and femininity; ratings which changed most were such parts as body 
build and height, in men and body build, breast, and weight in women. At any rate, 
body images were more satisfying at the latter period. 


SUMMARY 


Two separate approaches to the body image were studied, a body cathexis scale 
and human figure drawings. College subjects were called upon to give two sets of 
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ratings of various body parts in terms of satisfaction or dissatisfaction, first in terms 
of present day feelings and second in terms of past feelings in early adolescence. The 
subjects also drew an unclothed human figure. Temporal and sex differences in body 
cathexis ratings were analyzed and body cathexis ratings and signs of disturbance on 
the figure drawings were compared. The results were as follows: 
1. Body cathexis ratings were consistently more favorable as well as more 
variable in the college ratings. 


2. The body parts retained their same relative status in the two sets of ratings. 
3. Women’s ratings were more variable at both time periods. 


4. Correlations between body cathexis scores and signs of disturbance on the 
human figure drawing were minimal. 
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SIZE: ITS SIGNIFICANCE IN THE COPIED DRAWINGS OF CHIT. DREN 
G. H. ZUK! 
St. Christopher’s Hospital for Children, Philadelphia 


This study investigates some characteristics in the ability of children to copy 
simple geometric figures. The drawing ability of small children was standardized by 
Gesell ®) who found that children at 1 year could scribble in imitation; at 2 years, 
copy a vertical stroke; and at 3 years, copy a circle. Gesell) stated that children 
recognized shape at 32 weeks, but Piaget and Inhelder, as reported in Vernon ©: P- 54), 
held that clear recognition of shape was not developed until much later. They found 
that children could differentiate open from closed forms at 4 years and, soon after, 
rectilinear from curved forms. The differentiation of the square and the triangle 
was later evolved, apparently through formation of the concepts of parallel lines 
and angles. 

Bender“? found that the figures of her visual motor gestalt test were reproduced 
with differential accuracy according to mental age. Figures A, 1, 4 and 5 were re- 
produced accurately by most 6 year olds, but figures 2 and 7 were not accurately 
reproduced until 10 years of age. Osterreith, as reported in Vernon: P- *), found 
that when children of 4 years and above were asked to draw a complex meaningless 
figure, the drawings were vague and consisted of few details. It was not until ages 
11 and 12 that children could accurately reproduce the figure. 

Recently the writer © showed that length of certain geometric figures varied as 
a function of mental age. The reproductions of normal adults were nearer the length 


1Psychologist with the mental retardation clinic, Dr. John B. Bartram, director, which is sup- 
orted by funds from the Children’s Bureau, Department of Health, Education and Welfare and the 
Reunpivenia State Department of Health, Division of Maternal and Child Health. 
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of the actual model than those of retarded adults or retarded adolescents. The present 
study is an attempt to generalize the finding to children. The questions under 
consideration are: (1) Is size of geometric figures copied by children related to mental 
age? (2) Does the more mentally mature child reproduce figures closer to the actual 
dimensions of the model he is shown? (3) Is there evidence for consistency or pat- 
terning in the development of drawing ability in children? 


PROCEDURE 

The Stanford-Binet, L (S-B), at the 3 year level requires the child to copy a 
circle; at MA 5 to copy a square; and at MA 7 to copy a diamond. The S-B’s of 
children and adults were obtained by the writer for the purpose of comparing their 
reproductions of the circle, square and diamond. The group included 32 retarded 
children examined by the writer and an arbitrarily designated number (225) selected 
from the files available at the Hospital. The 225 cases, selected from files containing 
approximately 1500 cases, were simply the first encountered in the MA range from 
3 to 8 years, and where the child has completed either the circle, square or diamond 
on the S-B. Asa control group, the writer asked 23 adults, none under 18 years old, 
to copy all three figures in succession. No verbal directions were given other than to 
copy the figure directly as presented. 

In collecting the total of 257 S-B’s the objective was to obtain groups with 
different MA’s who had copied the same figures. Thus it was hoped that sufficient 
cases would be selected of MA’s 3, 4 and 5 who had drawn the cricle, MA’s 4, 5 and 6 
who had drawn the square, and MA’s 6, 7 and 8 who had drawn the diamond, to 
permit comparisons between groups for these figures. N’s of the various MA groups 
are shown in Table 1. They range from 12, for MA 8’s who drew the diamond, to 40, 
for MA 5’s who drew the square. 

The factor of test preference influenced the ultimate size of the various groups. 
Fewer children with MA’s of 7 and 8 tended to get selected in the sample because of 
the disposition of examiners to use other available tests for children at this level. 
Two factors of conceivable influence on the size of figures copied were differences in 
test booklets used and differences in mode of presentation and instructions on the 
task. But it was felt that neither of these factors significantly affected the results. 
The ‘‘short’’ form booklet of the S-B was used predominantly. In both forms, how- 
ever, the figures are drawn to the same size. As for mode of presentation and instruc- 
tions, most psychologists are trained to present the figures so that the subject is com- 
fortable in drawing them and to use some variant of the request: “‘please make one 
like it in the space shown.” 

The criterion for measurement of the figures was simply that they be “closed.” 
It was not necessary that they be scored plus by S-B standards. By the criterion, all 
circles would nevertheless be scored plus by S8-B standards. However, not all squares 
or diamonds would be so scored. By the criterion, a figure that failed to show an 
enclosed space defined by a continuous line was rejected. 

The variables of size were simply the physical dimensions of height and length 
of the circle, square and diamond. For the purposes of the study, length was defined 
as the distance extending from the point on the figure closest to the right, to the 
point closest to the left-hand side of the page. Height was defined as the distance 
extending from the point on the figure closest to the bottom, to the point closest to 
the top of the page. 

All measurements were made with a standard 12 inch ruler using 1/8th of an 
inch as the unit of measurement. There was no strict control of the sample for factors 
other than mental age. Children of all 1Q levels were included as were children pre- 
senting a variety of behavior problems. The IQ range was from 26 to 139 and the age 
range was roughly from 3 to 13 years. There were about 3 times as many boys as 
girls included in the sample. 


*Special thanks are due Mr. William Mark, clinical psychologist at St. Christopher’s, for his 
kindness in allowing his files to be examined by the writer. 
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RESULTS 
Tables 1 and 2 show that, with respect to the indices of length and height de- 
fined, there was an increase in size with mental maturity for all three figures. The 
tendency with greater mental maturity was to draw the figures more approximating 
veridical size, i.e., closer to the actual size of the model shown on the test booklet. 


TasBLe 1. SHowrne LENaTHS AND HeEtGcuts oF GEOMETRIC FicgurES Drawn BY CHILDREN AND 
Apuuts (Units ARE 1/8 INcH). 





Length Height _— 
Figures and Groups | N | Mean SD Range Mean SD Range Diff. L-H 


Diamond (12 x 22 
MA 6-0 to 6-11 | 3 ; 13 3-15 16.06 . 5-23 
MA 7-0 to 7-11 % : 2.23 7-14 16.65 2. 9-20 
MA 8-0 to 8-11 | 1 ’ .57 7-16 19.58 ; 14-22 
Adults ; : 2.36 5-16 19.74 : 10-24 


Square (12 x 12) 
MA 4-0 to 4-11 26 ' 44 4-16 7.77 65 3-12 .58 
MA 5-0 to 5-11 .0! 4.25 2-24 9.20 ; 3-16 85 
MA 6-0 to 6-11 : , 5-20 9.58 ; 4-14 55 

Adults | $ 6-15 10.74 86 5-13 48 


Circle (14 x 14) 
MA 3-0 to 3-11 4 2-24 8.44 : 2-18 87 
MA 4-0 to 4-11 . 4. 3-24 10.61 ‘ 5-19 . 64 
MA 5-0 to 5-11 : 4.35 5-20 10.48 : 4-16 65 

Adults 3 10-27 13.13 2. 9-21 91 





























Table 1 shows comparative performances of the different MA groups of children 


and adults. For the circle, MA’s of 3 averaged 9.31 units in length and 8.44 in height. 
MA 5’s drew the circle 11.13 units in length and 10.48 in height. The adult group 
drew the circle an average length of 14.04 units and height of 13.13 units. Somewhat 
less variability in performance was found in the adult group, as indicated by the 
SD’s shown in Table 1. 

TaBLE 2. SHow1nc ReEsvutts oF Tests oF SIGNIFICANCE BETWEEN DIFFERENT GROUPS OF 
CHILDREN AND ADULTS 








Length 
Figures and Groups 





Diamond 
MA 6’s with MA 8’s ° .17 
MA 6’s with Adults 8 .37 
MA 8’s with Adults | .66 .78 





Square 
MA 4’s with MA 6’s : 95 
MA 4’s with Adults , .46 
MA 6’s with Adults ; 1.45 


Circle 
MA 3’s with MA 5’s_ | «soil. 47 
MA 3’s with Adults 4.73 4.01 
MA 5’s with Adults 2.91 2.43 




















*Less than .05 in a one-tailed test. 


Table 2 reports on tests of the significance of mean differences between the MA 
groups in performance on the circle. A significant shift with MA in the direction of 
the veridical is supported by statistical test. Adults most closely approximated 
veridical height and length. Although length and height of the circle were veridically 
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identical, it is of interest that average lengths were greater than average heights in 
all MA groups (the last column of Table 1). 

In drawing the square, MA 4’s averaged 8.35 units in length and 7.77 in height. 
MA 6’s averaged 10.13 units in length and 9.58 in height. Adults drew the square 
11.22 units in length and 10.74 in height. Again adults more closely approximated 
the veridical. Their performance was also less variable. And again average lengths 
were consistently greater than average heights in all groups. Table 2 reports on the 
level of significance of mean differences between MA groups. While the mean differ- 
ence between MA 4’s and adults was significant, the mean difference between MA 
0’s and adults was not. 

Tables 1 and 2 reveal, by and large, findings for drawings of the diamond con- 
sistent with those for drawings of the circle and square. MA 6’s drew the diamond an 
average length of 9.89 units and height of 16.06 units. MA 8’s drew the diamond an 
average length of 11.08 units and height of 19.58 units. Adults drew the diamond an 
average length of 11.74 units and height of 19.74 units. Again, the adult group most 
closely approximated veridical size. Table 2 reports that means of MA 8’s and adults 
did not significantly differ, but that means of MA 6’s and adults did differ, as did 
means of MA 6’s and MA 8’s on the height variable. 


DIscUssION 

The findings suggest that size has definite developmental features in the draw- 
ings of children. The recurrence of a consistent pattern in all three figures gives some 
support to Piaget’s contention’ that children tend to reuse earlier sensorimotor 
patterns in the establishment of new learning. The findings bear also on the question 
of “regressive features” in the drawings of children. They suggest that one might 
expect to find certain “regressive features’’ merely as a function of new learning, and 
not necessarily as a sign of deterioration of previously learned material. 

The explanation of why the change with greater mental maturity was con- 
sistently up to rather than down to the veridical (or inconsistent) is not readily ap- 
parent. It is conceivable that less mentally mature children show an overattraction 
to ground with a consequent underestimation of figure. Goldstein “ has offered some 
evidence for this type of phenomenon (‘forced responsiveness’’) in brain-damaged 
adults. Beyrl and Burzlaff, as reported in Vernon: »- '**), found size constancy to 
be “less’”’ for younger as compared with older children. This they attributed to a 
tendency of the younger children to be more affected by previously presented mater- 
ial. Differences with age in the height of human figure drawings have been reported 
by Lakin). He found the median height for figures drawn by a group of 8 year old 
children to be 6.0 inches. This he compared with Levy’s report “? of 7.0 inches as the 
average height for normal adults. However, Lakin also reported a median height of 
4.0 inches for a group of institutionalized aged subjects. Clearly, the whole question 
of direction of changes in size with age needs clarification. 


SUMMARY 

Groups of children and adults were compared with respect to size variables of 
three geometric designs, items on the Stanford-Binet, L, copied from a model on the 
test booklet. Results showed that size was a function, at least in part, of mental age; 
that more mentally mature children and adults, regardless of design, more closely 
approximated the size dimensions of the model. Less mentally mature children drew 
the designs consistently smaller than the other groups. 

The results are discussed in the context of Piaget’s view that earlier sensori- 
motor patterns recur in new learning throughout childhood. In this light, “regressive 
features” in children’s drawings may be considered as evidence of new learning taking 
place as well as evidence for deterioration of old learning. The explanation for the 
direction of changes in size with age is still unclear. Nature of the task, “set’’ and 
figure-ground phenomena—these are probably significantly intercorrelated—seem 
to be influential variables. 
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SEXUAL IDENTIFICATION IN CHILDREN’S DRAWINGS OF 
HUMAN FIGURE 


VYTAUTAS J. BIELIAUSKAS 
Xavier University 
PROBLEM 
This study was undertaken in order to examine the developmental patterns in 
sexual] identification in children’s drawings of human figure. The chief problem was 
to determine whether the drawing of male or female figure by children at various 
ages had sex linked characteristics. Our hypothesis was that there were no signifi- 


cant differences between boys and girls at various ages in drawing of human figure 
as male or female. 


SUBJECTS AND PROCEDURE 

Human figure drawings of the H-T-P were used for this study. The original 
sample* consisted of drawings of 10,650 public school children aged five to fourteen 
years and eleven months. These drawings were numbered and in using Snedecor’s 
table of random numbers the population was reduced to 1000 drawings, which were 
used in statistical computations of this study. This final sample represented 100 
drawings per each year, 50 of which were produced by girls and 50 by boys. The 
drawings of human figures thus obtained were examined as to sex drawn and the 
frequencies were tallied separately for each sex and each age group. The identifica- 
tion of the sex of the figure drawn was made strictly on the basis of the drawing, 
i.e., the subjects were not asked to identify the sex of the person drawn. When the 
picture did not provide sufficient clues for determining what sex was meant by the 
drawer, the drawings were classified as undistinguishable and tallied in a special 
category. In five drawings of the total sample two persons were depicted, one male 
and one female. These drawings for the purpose of this study were also classified 
within the special category. The data thus obtained were plotted and three sets of 
frequency polygons prepared. To test the hypothesis, 3 x 2 chi-squares were computed 
for each age group and for the total population following Guilford’s procedure 
(2, p. 282) 

REsuLTs AND Discussion 

The numbers of male, female or undifferentiated figures drawn by boys and 
girls for each age group and the corresponding chi-squares are presented in Table 1. 
All the chi-squares are significant at the .01 level at 2 degrees of freedom. 


*The author wishes to acknowledge gratefully the assistance of Mr. Isaac Jolles in obtaining the 
sample of the H-T-P drawings. 
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TaBLe 1. NuMBER OF MALE, FEMALE OR UNDIFFERENTIATED FicuRES Drawn By Boys AND GIRLS 
AcE Five TuHroucu FourTEEN AND ELEVEN MONTHS AND THE CORRESPONDING CHI-SQUARES. 





Boys i Girls 





Age ; x? 





ll ‘ ‘ 14.600 
11 ‘ é 32.302 
oa 6 | ‘ 5 y 12.393 
11 j 31.912 
9:11 ‘ 5 34.918 
10:0 —10:11 : ‘ 62.262 
11:0 —11:11 é 52.478 
12:0 —12:11 : ‘ j : 42.243 
13:0 —13:11 y 51.750 
14:0 —14:11 y 55.342 


( é 


0 
0 
0 
0 





Total j 7 96 j 359.605 





Df = 2 All chi-squares significant at .01 level. 


The statistical findings are all significant beyond .01 level of confidence and 
therefore they justify the rejection of null hypothesis that there are no differences 
between boys and girls in sexual identification of human figure drawings. The find- 
ings indicate that boys and girls at all ages differ in their preferences of the sex of the 
figure drawn. Graphic presentation shows that the majority of the subjects prefer to 
draw a person of their own sex. This preference shows some more definite character- 
istics by girls at an early age as compared with the boys of the same age. However, 
boys seem to have a tendency to draw the male figure which shows a continuous 
increase with the advancement in age, while girls’ developmental line shows some 
slight instability. The tendency to draw an undifferentiated figure decreases with 
age and it becomes very insignificant in cases of both sexes after the age of 9. At the 
age of 7 boys show a slight increase in drawing of female figures, and the girls show 
greater numbers of male figures. After the age of 9 boys seem to present a fairly 
stable picture in their preference of male figures, while the girls who started with a 
very clear preference of female figure at the age of 6 show a relapse in this trend at 
the age of 7 and then again at the age of 12. At the age of 12 girls draw a greater 
number of male figures than at any other age. According to these findings at the 
ages of 5 and 7 both sexes are experiencing some confusion in sexual identification; 
this confusion disappears in the case of boys, but it reappears at the age of 12 in the 
case of girls. 

Various speculations could be attempted in relation to these sex linked charact- 
eristics shown in our findings. It seems, however, that our findings present some 
additional support to the theories of Brown that sexual identification is influenced 
by the culture, and that in our culture which values higher the male sex, the female 
individuals show more difficulties in defining their sexual identification. Various 
other findings quoted by Brown'seem to support such speculation. Outside of the 
possible implications for developmental theorists our findings seem to provide an 
unusually strong argument for the hypothesis of sexual identification in human 
figure drawings. 


SUMMARY AND CONCLUSIONS 

One thousand human figure drawings of the H-T-P produced by children age 
4 years through 14 years and eleven months were examined as to the sex of the person 
drawn. Three categories were used in this evaluation: male, female and undiffer- 
entiated. The data were evaluated by the chi-square technique for each age group 
and for the total population. Graphic presentation of developmental trends was 
prepared in terms of frequency polygons. The results suggested that in general 
both sexes at all ages prefer to draw a person of their own sex. This tendency seemed 
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to increase with age, particularly after the age of 9. The developmental pattern 
showed more stability in the case of boys as compared to the girls. The over-all 
findings of this study seem to provide strong support for the sexual identification 
hypothesis as it is applied to human figure drawings. 


REFERENCES 
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CORRELATES OF THE DRAW-A-SCENE TEST* 
JOHN HAMILTON WEST 
Ohio University 


PROBLEM AND METHOD 

The purpose of this study is to test the hypothesis that a test which requires 
the subject to draw a scene (D-A-S) will correlate higher with a ‘“‘standard’’ intelli- 
gence scale like the Stanford-Binet and with academic grades than does Gooden- 
ough’s Draw-A-Man (D-A-M) test. The D-A-S and D-A-M tests were administered 
to fifty-eight fourth and fifth graders at the University Elementary School. In- 
structions and procedure were constant (save for the presentation order) in each 
class level. For the D-A-M test, the subjects were instructed to draw a picture of a 
man. The D-A-S test instructions were to draw a picture about ‘“‘playing on the 
playground.” 

The tests were scored by the investigator; the D-A-M in accordance with 
Goodenough’s“) Standard Procedures and the D-A-S according to Lownfeld’s®? 
Evaluation Chart. The tests were then rescored by another graduate student ac- 
cording to the same standardized instructions. 


RESULTS 
Table 1 indicates fairly satisfactory reliabilities of .72 and .82 for D-A-S scorer 
reliability and test-retest reliability. Although the S-B 1Q’s correlated significantly 


TaBLe 1. RELIABILITY AND ComPpaRATIVE Vautipiry Data: D-A-M anv D-A-S Tuzsts, 
Sranrorp-Binet IQ anpD GRADES 





Factors Age Group Classes N 





D-A-S Scorer 9-11 4th & 5th 58 
Reliability 
D-A-S Test- 

Retest Reliab. 9-10 4th 
D-A-S__ vs. Grades 9-11 4th & 5th 
8-B IQ vs. Grades 9-11 4th & 5th 
D-A-M vs. 9-11 4th & 5th 
D-A-M vs. 9-11 4th & 5th 
D-A-S ps. 9-11 4th & 5th 
D-A-M vs. 9-11 4th & 5th 
D-A-S vs. , 9-10 4th 
D-A-S vs. 9-10 4th 





*Based on retest with D-A-S. 

*This paper is based upon a master’s thesis submitted to the Department of Psychology of Ohio 
University, Athens, Ohio. The writer is indebted to Dr. Maxwell 8S. Pullen, Thesis Director, for his 
guidance and assistance during the course of this study. 
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higher than the D-A-S or D-A-M with grades, the relatively high correlations of 
D-A-S and D-A-M with grades indicate that intelligence and achievement are sig- 
nificantly related with figure and scene drawings. The D-A-S correlations were 
higher than the D-A-M with S-B 1Q’s and grades but not significantly so. 


SUMMARY 
This study tested the relation of Draw-a-Man and Draw-a-Scene test scores 
with Stanford-Binet I1Q’s and school grades in a group of 58 fourth and fifth graders 
in the 9-11 age range. S-B 1Q’s correlated significantly higher with grades than did 
the D-A-S and D-A-M scores. The results did not confirm the hypothesis that the 
D-A-S would correlate higher than the D-A-M with academic grades although the 
D-A-S correlations were higher but failed to reach the .05 level of confidence. 
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PERCEPTUAL DEFENSE AND “PRERECOGNITION RESPONSIVITY” 
IN RELATION TO HOSTILITY, ANXIETY AND IMPULSIVITY 


MARVIN ZUCKERMAN AND ARNOLD BUSS 


Institute of Psychiatric Research Univ. of Pittsburgh 
Indiana University Med. Center, Indianapolis 


PROBLEM 

The need-perception hypothesis“? states that a subject more readily recognizes 
stimuli whose meanings are congruent with his values or needs. Stimuli which sup- 
posedly elicit anxiety (taboo words) result in delayed recognition or “perceptual- 
defense’), It follows that persons who demonstrate perceptual defense in response 
to hostile words should score low in manifest hostility and high in manifest anxiety. 

Previous investigators have focused on the personality determinants of per- 
ceptual defense and sensitization. The content of the prerecognition response has 
received some attention but responsivity, or the lack of it, has been neglected. If one 
interprets anxiety as an inhibitor of verbal responsivity, there should be a negative 
correlation between anxiety level and the number of prerecognition responses pro- 
duced. It should be noted that the interpretation of test-measured Anxiety as 
“Drive’’“!) would lead to the opposite prediction since high Drive should increase 
verbal responsivity. Impulsivity manifests itself in an overreadiness to interpret 
and respond to the environment. Accordingly, impulsivity should correlate positive- 
ly with the number of prerecognition responses produced. 


METHOD AND PROCEDURE 


The subjects were 84 psychiatric patients, 55 women and 29 men, admitted to 
LaRue D. Carter Hospital, an acute treatment center. The group included 56 
schizophrenics, 10 depressive and involutional psychoses, and 18 others with non- 
psychotic diagnoses. In addition, 41 normal controls, 21 women and 20 men, were 
collected from general medical-ward patients, employees at the Institute of Psy- 
chiatric Research and student research-fellows. These Ss were given the word- 
recognition task only. The mean ages for patients and controls were 35.9 and 37.3. 
The mean education levels, in years, for these groups were 11.2 and 11.3. 
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Word Recognition Task. The Cowen carbon copy technique“) was used to 
determine recognition thresholds for hostile and neutral words which previously had 
been rated by judges and selected for their unambiguous hostile or neutral connota- 
tion. Ten hostile-neutral word pairs were matched for length and frequency as 
measured by the Thorndike-Lorge“*? word count. The hostile words were: furious, 
destroy, shoot, crush, anger, attack, strike, battle, murder and knife. The neutral 
words were: factory, circle, build, fence, select, leisure, actor, choice, intend, and 
coast. An original and 19 carbon copies were printed for each word on an electric 
typewriter. The copies of each word were then arranged in a booklet, starting from 
the most blurred and proceeding to the clearest copy. Ss were instructed to report 
as soon as they thought they knew what the word might be. The experimenter turned 
the pages allowing three to five seconds per page. Prerecognition responses were 
recorded and the threshold for a word was defined by the number of the copy on 
which the word was recognized. 

Two scores were derived from the recognition task: (a) The median thresholds 
for the 10 hostile and the 10 neutral words were obtained separately. A difference 
score was obtained by subtracting the median threshold for the neutral words from 
the median threshold for the hostile words. A constant was added to eliminate 
negative numbers and the resultant score represented degree of ‘‘Defensiveness”’ 
(Def), a low score indicating ‘‘sensitization”’. (b) The total number of prerecognition 
responses to all words constituted another score (No. Pr’s). 


Personality Measures. Indices of hostility included the Buss-Durkee “ Hostility 
Inventory (Hol), and hostility ratings (HoR) made in the same areas covered by 
the inventory. Relatives were interviewed in the presence of three judges who then 
made independent ratings on a one to seven scale for intensity of hostility. The 
correlations between the three judges on the hostility ratings were .90, .93 and .90. 
The ratings of the three judges were added to get one hostility rating for each 8. 
Because some relatives could not be contacted, ratings were secured on only 58 of 
the 84 Ss on whom both perceptual and personality test data were available. 

The MMPI was administered to all 84 psychiatric Ss. The scores listed below 
were derived from this test. Indices of anxiety were obtained from the Taylor Mani- 
fest Anxiety Scale (MAS) “®, and Welsh’s Anxiety Index (AI) “*). Impulsivity was 
measured by Welsh’s Internalization-Externalization Ratio (IR) “*, and the Social- 
Introversion scale (Si). It is assumed that the introversion-extraversion continuum 
measured by this scale also represents an inhibition-impulsivity continuum in terms 
of social relationships. 


RESULTS 
Sex and Diagnostic Differences. The average scores of the male and female 
psychiatric Ss on the perceptual response measures were nearly identical. The sexes 
were combined in the other data analyses. 
Differences between the group of 84 psychiatric patients and the 41 normals on 
Pr’s are shown in Table 1. No significant difference between groups was found in 


TaBLeE 1. PRERECOGNITION RESPONSES OF NORMALS AND PATIENTS 





Normals Patients 
M 8D M SD 


Def 2.62 .86 2.66 .88 
No. Pr’s 
All Stimuli 9.10 11.20 14.24 
No. Pr’s 
Hostile Stimuli — 4.76 5.34 6.32 
No. Pr’ 


o. Pr’s 
Neutral Stimuli 4.34 7.93 








*Significant at or below .05 level 
™ Significant at or below .01 level 
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Defensiveness. A significant difference was found in the number of prerecognition 
responses given to all st‘muli with the patients producing more of these responses. 
The patients were also tore variable in this measure.'! Analyzing this result further, 
it can be seen in the next two rows of the table that the difference is mainly a function 
of the patients’ greater prerecognition responsivity to the neutral stimuli rather 
than to the hostile stimuli. Correlated “‘t’’ tests within each group indicate that the 
psychiatric patients gave significantly fewer prerecognition responses to hostile 
stimuli than to neutral stimuli (¢ = 4.21, p < .01). The controls did not respond 
differentially to the two kinds of words (¢ = 1.00). Analyses of variance between 
three diagnostic categories within the patient group (schizophrenics, other psychoses, 
and neurotics) yielded no significant differences. 


Defensiveness. Table 2 lists the correlations between Def and No. Pr’s and the 
six personality measures, for the psychiatric Ss. Although the correlations between 
Def and these variables show some tendencies in the predicted directions none of 
them reached significance at the .05 level. However, since the distribution of Def 
scores was limited, with most Ss piling up in three middle categories, and since only 
the extremes of this difference score are likely to indicate stable defense or sensitiza- 
tion tendencies, it was decided to compare the two extremes of the distribution. 
The extreme sensitizer group was defined by a group of 11 Ss for whom the difference 
between the median hostile threshold and the median neutral threshold was —1.5 
or greater; the extreme defensive group was defined by the 10 Ss for whom the differ- 
ence was + 1.0 or greater. 


Tas.Le 2. CoRRELATIONS BETWEEN DEFENSIVENESS, PRERECOGNITION 
RESPONSIVITY AND Hostitiry, ANXIETY AND IMPULSIVITY VARIABLES! 








Hol 
HoR 


AI 
MAS 
Si 
IR 





*Significant at or below .05 level 
**Significant at or below .1 level 


1HoR based on N of 58, all other r’s based on N of 84 


The mean personality scores of the sensitizers and defenders and the signifi- 
cance of the differences between them can be seen in Table 3. The differences on 
hostility variables were not significant. The defenders scored significantly higher on 


Taste 3. Hostinrry, ANxIETyY AND Imputsiviry Scores or “SENsITIZzERS”’ 
AND “DEFENDERS” 





Sensitizers Defenders 
(N = 11) 








*Significant at or below .05 level 
1Ratings were available for 8 “‘sensitizers’’ and 6 “‘defenders”’ 


1In cases where the variances were significantly different, the means were compared by a modified 
“¢’ test with denominator and estimated degrees of freedom as suggested in ©). 
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AI and Si but not on MAS. The difference on JR fell just short of significance. 
Differences between the two groups on the individual MMPI clinical scales were 
tested but none were found to be significant and for that reason they are not listed 
in the table. 


Prerecognition Responsivity. It can be seen in Table 2 that prerecognition res- 
ponses were significantly correlated with AJ, Si and JR. The correlations between 
No. Pr’s and the hostility variables and the MAS were not significant. The extremes 
on this measure were also compared and the results can be seen in Table 4. The 14 
Ss who produced between zero and two responses (underresponders) were compared 
with the 14 Ss who produced 24 or more responses (overresponders). The under- 
responders scored significantly higher on AJ, Si, and JR. On the individual MMPI 
scales they scored significantly higher on D (Depression) and Pt (Psychasthenia). 
The overresponders scored significantly higher on Ma (Hypomania). The fact that 
the underresponders score higher on D and lower on Ma is not an artifact of the 
relationship between these two scales for in this group they correlate only —.11. 


Tasue 4. Hostimiry, ANxiery, [MpULSIviTy AND INpDIvinuAL MMPI Scores 
OF OVERRESPONDERS AND UNDERRESPONDERS 





Overresponders Underresponders 
(N = 14) (N = 14) 
M SD SD 


24.7 
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67.5 


— 





*Significant at or below .05 level 
**Significant at or below .01 level 
***Significant at or below .001 level 


tRatings were available for 11 overresponders and 9 underresponders. 


The MMPI profiles of the two groups are presented in Figure 1. The under- 
responders have a typical anxiety profile with a primary peak on D and a secondary 
peak on Pt. The overresponders peak on Pd (Psychopathic Deviate), and this is 


Fiaure 1. MMPI Prorties or UNDERRESPON- 
DERS AND OVERRESPONDERS 
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their only score over 70. The neurotic end of the profile is low in this group, with the 
psychotic end relatively higher. 


Discussion 

This study furnishes little evidence in support of the ‘‘need-perception” or 
“‘perceptual-defense”’ hypotheses, and agrees with two previous studies“: ©) in finding 
no relationship between ‘‘Perceptual Defense’”’ and the Taylor MAS. 

The variable of prerecognition responsivity proved to be related to personality 
differences. A significant difference between the psychiatric patient and control 
group was found on this variable mainly because some patients recklessly over- 
interpreted the ambiguous stimuli. These results support those of McGinnies and 
Adornetto“? who found that a group of schizophrenic Ss generated more prerecog- 
nition hypotheses than a normal control group. In the current study the patient 
group produced fewer pre-recognition responses to hostile words than to neutral 
words, while the controls did not show this difference. McGinnies and Adornetto 
found that the schizophrenics produced a higher proportion of their responses to the 
neutral words relative to ‘“‘taboo’”’ words, while the normals showed no significant 
difference in response to the two types of words. Emotionally-toned stimuli seem to 
have the effect of reducing prerecognition responsivity for psychiatric Ss relative to 
their general level of response to neutrally-toned words. 

Within the patient group, overresponders may be characterized as low in 
anxiety and high in impulsivity. They are more extraverted and express their illness 
through externalization (behavior disorder) rather than internalization (depression, 
preoccupation). The MMPI manual describes persons high on Ma as demonstrating 
“marked overproductivity in thought and action’: °- #4), which is consistent with 
their overresponsive behavior in the word recognition task. 

The patients who will not interpret the stimuli until they are certain (under- 
responders) may be characterized as high in anxiety and inhibited rather than im- 
pulsive in their behavior. They are more introverted and express their illness through 
internalization. Persons high on D are characterized by “‘lack of self-confidence, 
tendency to worry, narrowness of interest .... poor morale... . a feeling of useless- 
ness’’‘*. P. 1) Persons high on Pt exhibit compulsions, phobias, mild depression, 
excessive worry and inability to concentrate. It is not surprising that such persons, 
whose everyday behavior is severely constricted by their anxiety, would hesitate to 
interpret ambiguous stimuli. It would seem that a S’s readiness to respond when 
asked to interpret stimuli at low levels of clarity is characteristic of his typical mode 
of responding. 


SUMMARY 


This study investigated the relationships between defensiveness in perception 
of hostile words and prerecognition responsivity, and hostility, anxiety, and im- 
pulsivity. The Ss were 84 psychiatric patients and 41 normal controls. Thresholds of 
recognition for hostile and neutral words were determined using the carbon-copy 
technique. The psychiatric patients took the MMPI, the Buss-Durkee Hostility 
Inventory, and 58 of them were rated on hostility by psychologist judges. Anxiety 
was measured by the Taylor Manifest Anxiety Scale, and Welsh’s Anxiety Index. 
Inhibition-Impulsivity was measured by the Social-Introversion scale and Welsh’s 
Internalization-Externalization Ratio. Individual MMPI scales were also compared. 

Patients and normals were not significantly different on Defensiveness. The 
patients were significantly higher on the number of prerecognition responses. Pa- 
tients gave significantly fewer prerecognition responses to hostile words than to 
— words; normals gave about the same number of responses to both types of 
words. 

Within the patient group, Defensiveness did not correlate with any of the 
personality variables. When extreme groups were selected from the Sensitization- 
Defensiveness distribution, the Defenders were found to be significantly higher on 
the Anxiety Index and the Social Introversion scale. 
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The number of prerecognition responses correlated negatively and significantly 
with the Anxiety Index, the Social Introversion Scale and the Internalization Ratio. 
Underresponders scored significantly higher on the aforementioned measures and on 
the Depression and Psychasthenia Scales. Overresponders scored significantly 
higher on the Hypomania Scale. 

The results indicated that while anxiety and inhibition may play some role in 
Defensiveness, the major effect of these variables seems to be on prerecognition 
responding rather than the recognition threshold. Little evidence was found to 
support a need-perception hypothesis, since hostility measures were unrelated to 
the relative threshold for hostile words. 
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SYMBOLIC SIGNIFICANCE OF RORSCHACH CARDS IV AND VII 
DENNIS K. KAMANO 
Galesburg (Ill.) State Research Hospital 


PROBLEM 

The purpose of the present investigation was to reassess the hypothesis con- 
cerning the designation of Rorschach Card IV as the “Father” card, and Card VII 
as the “Mother” card, utilizing the semantic differential technique devised by 
Osgood, et. al.“>. If these designations were valid clinically, Cards IV and VII 
should differ in that the former would be associated with masculinity and the latter 
with femininity. Specifically, Card IV should be more similar in meaning to the 
concept Father than to Mother, and Card VII should be closer to the concept Mother 
than to Father. There should be a greater semantic similarity (smaller D values) be- 
tween Card IV and Father than between Card VII and Father, and greater semantic 
similarity between Card VII and Mother than between Card IV and Mother. 


METHOD 


Test. Four concepts were chosen in order to compare the meanings or associa- 
tions assigned to each by the subjects (Ss) on the semantic differential. They were: 
Rorschach cards IV and VII, and Father, and Mother. These concepts were rated on 
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seven bipolar scales stressing the potency factor, which were expected to differ- 
entiate the concepts. The seven scales were: hard-soft, large-small, rough-smooth, 
strong-weak, strict-permissive, masculine-feminine, and aggressive-retiring. The same 
scales were used for each of the four concepts. 


Subjects and procedure. Eighty college students consisting of 40 males and 40 
females were Ss in the present study. The Ss were tested individually and each S 
rated Cards IV and VII, and the concepts Father and Mother, which were presented 
in randomized order, on the seven bipolar scales. The 40 female Ss and 40 male Ss 
were combined and treated as a single sample of 80 Ss because no significant differ- 
entiations between the groups in their ratings of the four concepts were observed. 
Comparisons between the male and female Ss in their ratings of Card IV, Card 
VII, Father, and Mother by the Mann Whitney nonparametric technique produced 
no significant differences. 


REsULTs AND DIscussIon 


For each §S, the D values between Card IV and Father, Card VII and Father, 
Card IV and Mother, and Card VII and Mother were determined by summing the 
squared differences over the seven scales and taking the square root of the sums. 
The appropriate arrays of D values then were compared by a Wilcoxon paired- 
replicates analysis. For example, the array of Ds between Card IV and Father was 
compared with that between Card VII and Father, the prediction being that the 
former would be smaller in magnitude than the latter. The results of this analysis 
indicate that the comparisons were in the predicted direction and significant beyond 
the .01 level. There is a greater semantic similarity (smaller D values) between 
Card IV and Father than between Card VII and Father, and greater semantic sim- 
ilarity between Card VII and Mother than between Card IV and Mother. Card IV 
like Father is somewhat harder, larger, stronger, more strict, masculine, and ag- 
gressive than is Card VII which like Mother shifts towards the soft, small, weak, 
permissive, feminine, and retiring direction of the semantic space. 

It appears, then, that the results of this investigation lend some support to the 
hypothesis concerning the designation of Card IV as the ‘Father Card”, and Card 
VII as the “Mother Card.” Great caution, however, must be exercised in indiscrim- 
inate interpretations of Card IV as representing Father and Card VII as representing 
Mother. To begin with, the semantic differential only gets at connotative meaning 
not denotative meaning. For instance, both Card IV and Father have been allocated 
to approximately the same point in our semantic space. This does indicate similar 
connotative meaning, to be sure, but it does not indicate that these signs refer to the 
same object. Our differential did draw out the large, strong, masculine, aggressive 
connotations of Card IV but this does not necessarily indicate that it refers directly 
to Father. In other words, we have no direct assurance that we should indiscrim- 
inately interpret responses of Cards IV and VII of the Rorschach test as though 
they directly represent the individual’s attitude towards his father and mother. 


SuMMARY 

The present experiment attempted to investigate the hypothesis concerning the 
designation of Card IV as the “Father” card, and Card VII as the “Mother” card, 
utilizing the semantic differential developed by Osgood and others. It was predicted 
that Card IV would show a greater semantic similarity (smaller D values) with the 
concept Father than with Mother, and Card VII a closer semantic similarity with 
Mother than with Father. To do this, Rorschach cards IV and VII and the concepts 
Father and Mother were presented in randomized order to 80 college Ss who rated 
them on a set of bipolar scales which stressed the potency factor. 

The total Ss responded consistently with the hypothesis to a degree signifi- 
cantly greater than chance expectancy. Card IV like Father was somewhat. harder, 
larger, stronger, more strict, masculine and aggressive than was Card VII which like 
Mother shifted towards the soft, small, weak, permissive, and feminine direction. 
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These results were interpreted as indicating that Cards IV and VII are associated 
symbolically (indirectly) with father and mother figures respectively. It was noted 
that while the hypothesis was supported, the extent to which Card IV is directly 
related to Father and Card VII to Mother per se remains unspecified. 
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A NOTE ON THE REVISED RORSCHACH CEVELOPMENT 
SCORING SYSTEM 


HOWARD FRIEDMAN 


Syracuse VA Hospital and the State 
University of New York Upstate Medical Center 


INTRODUCTION 


In a recent article, Phillips, Kaden, and Waldman“) offer an extension and re- 
vision of the original Rorschach genetic scoring system developed by Friedman @)?. 
The latter study linked certain Rorschach scores, as representative of formal struc- 
tural aspects of perceptual functioning, to theoretical constructs within the general 
developmental law described by Werner“. Werner’s view is that the essence of all 
organic development is a steadily increasing differentiation and hierarchic integra- 
tion. The “revised Rorschach developmental scoring system”’ of Phillips, et al., © 
seems to be similarly related to this general theoretical framework. The major 
changes consist of the inclusion of determinant scores and a more elaborate categor- 
ization of those original scores (W+, W++, D+, and D+-+) which were consider- 
ed to reflect the higher levels of differentiation and hierarchization. 

Phillips, et al., state that not all of the scoring categories within their system 
have proved of equal value in their research studies, and specify those simple and 
composite scores which were most valuable. If these scores be valid and useful indices 
of psychological functioning, particularly as understood within the above develop- 
mental framework, then one should expect at the very least that they discriminate 
significantly between two groups of subjects which differ as widely as possible in such 
psychological functioning. As previous studies! have shown, schizophrenic patients 
and clinically normal adults represent extremely diverse groups in terms of level of 
differentiation and hierarchic integration. The purpose of this article, then, is to 
examine the capacity of Phillips’ new Rorschach scores, which represent significant 
departures from the original genetic scoring system, to discriminate between two 
such extreme groups. 


PROCEDURE 


The scores selected from Phillips, et al., for consideration in this article are M, 
FC, C+CF, functional integrative score (Fi), X+XF, and FX.2 These scores, 


1A complete bibliography for Rorschach.studies is supplied by Phillips, et al.,‘°), and for studies 
with other instruments, cf. Friedman® “. 

*Phillips, et al., describe the functional integrative response as follows: “Functional integration is 
based upon an interaction between two or more conceptually independent subunits, i.e., movement of 
at least one object in relationship to at least one other object. Functional integration is scored when, 
in addition to meeting the criterion of appropriate organization, the response contains M, FM or m 
as a determinant.’’ In addition, functional integrative responses are given weighted scores of 4 for 
active human content, 2 for active animal content, and 1 for passive or static movement, if given in 
complete human or animal figures. The X + XF score is the absolute total of all pure color, achromatic 
color, and shading responses together with these determinants used in combination with form where 
form is not dominant. The FX score is the analagous score for combinations in which form is dom- 
inant. 
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simple and composite, represent those extensions and revisions of the original scoring 
system which are also described as of value in the research studies carried on at 
Worcester State Hospital. 

The Rorschach protocols gathered by Friedman®? in the development of the 
original genetic scoring system were then used to examine the distribution of the 
selected scores mentioned above. These protocols were obtained from 60 white, 
male, American-born adults, between 85 and 120 1Q and between 20 and 40 years of 
age, of whom 30 were hebephrenic or catatonic schizophrenics, and 30 were clinically 
normal subjects. The differences in age, 1Q and number of Rorschach responses be- 
tween the two groups was not significant. 


RESULTs AND DIscussION 


The discriminatory ability of such simple single Rorschach variables as M and 
FC scores has been previously investigated by Friedman“). When the two groups 
of subjects described above were compared in that study, it was found that the 
— of M responses and the number of FC responses were not significantly 

ifferent. 

For the remainder of the measures under consideration in this article, C+CF, 
functional integrative score (Fi), X-+XF score and FX score, the significances of the 
differences between the groups were determined, with one exception, by means of 
the Mann-Whitney U test. The exception was in the case of a measure (Di‘) of the 
functional integrative score (Fi), where over half of the subjects had no Di‘ re- 
sponses.* A simple presence or absence Chi-square test was used in this one instance. 
Table 1 presents the medians for both groups and the P values derived from the 
statistical tests. 


TaBLe 1. MEDIANS AND SIGNIFICANCE OF DIFFERENCES BETWEEN GROUPS ON SELECTED 
Scores OF THE REVISED RorscHacH DEVELOPMENTALSCORING SysTEM 








Scores Normal Adults Schizophrenics P 

C+F 1.1 2.2 04 

Fi 

wit 2 >.10 
Dit 1.4 1.1 >.10 
Wi' +Dit 1.8 1.3 > .10 
Weighted Score 3.4 3.7 >.10 

X+ 1.1 2.8 01 

FX 4.3 2.5 01 





It is apparent from Table 1 that only three of the measures, C+CF, X+XF, 
and FX, discriminate significantly between a group of normal adults and a group of 
comparable hebephrenic and catatonic schizophrenics. These three most promising 
of those new measures identified by Phillips, et al., as of value were then examined 
for their ability to discriminate between two groups but slightly less extreme in 
psychological functioning than normal adults and hebephrenic and catatonic schizo- 
phrenics. For this purpose, the Rorschach protocols of paranoid schizophrenics 
gathered by Siegel “*’ were compared to the group of normal adults described above. 
The paranoid schizophrenics were also all white, adult, American-born males, and 
did not differ significantly from the normal adults in age or 1Q. Siegel did find, how- 
ever, a significant difference between the two groups in number of responses. For 
the purposes of this study, this significant difference was eradicated by using 28 of 
the 30 — of each group. This did not affect the equivalence of the groups in 
age or IQ. 





Since it is not quite clear from Phillips, et al., exactly what constitutes the “functional integrative 
score (Fi),’’ all — measures having to do with “functional integration” were subjected to statis- 
tical test: Wi', Di‘, Wi + Di‘, and weighted score. 
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Table 2 presents the findings for the comparison of these two groups in terms 
of the three scores. In all cases the Mann-Whitney U test was used. Only the 
X+ XF score exhibits a significant difference between the group of normal adults and 
the paranoid schizophrenics. 


TABLE 2. MEDIANS AND SIGNIFICANCE OF DIFFERENCES BETWEEN PARANOID 
ScHIZOPHRENICS AND NORMAL ADULTS ON SELECTED SCORES OF THE REVISED 
RorscHAacH DEVELOPMENTAL ScoRING SysTeM 





Scores Normal Adults Paranoid Schizophrenics P 

C+F 1.2 2.0 >.10 
X+XF 1.2 2.5 .03 
FX 4.5 4.3 >.10 








SUMMARY 


Selected scores of the “revised Rorschach developmental scoring system” of 
Phillips, Kaden, and Waldman“? were examined in terms of their capacity to dis- 
criminate between very diverse groups of subjects. The scores investigated were 
those which both represented marked departures from the original genetic scoring 
system developed by Friedman“, and which were designated by Phillips, et al., as 
being of most value in their research studies. The protocols in the current investiga- 
tion were obtained from comparable groups of 30 normal adults, 30 catatonic and 
hebephrenic schizophrenics, and 28 paranoid schizophrenics. Only one score, X+ XF, 
of the “revised Rorschach developmental scoring system’ appeared capable of 
differentiating significantly between the group of normal adults and both groups of 
schizophrenics. 
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A STUDY OF PSYCHOLOGICAL FINDINGS OF ONE HUNDRED 
CHILDREN RECOVERING FROM PURULENT MENINGITIS! 


EVA MAYNE JOHNSON 
The George Washington University 


PROBLEM 
With continuing improvements in the treatment of children who develop 
bacterial meningitis, and with the increasing expectation that the majority will 
survive, it is now possible to observe and to evaluate the sequels after medical re- 
covery from meningitis“: 5», This study represents an attempt to learn more about 
the effects of purulent meningitis on the mental development of children after their 
recovery from this disease, either with or without complications. 


METHOD H 
Subjects. One hundred and ten children with final diagnosis of purulent men- 
ingitis were admitted during the period of study. Ten of the patients expired within 
a few days of hospital admission and were not included in the study since it was 
possible to obtain on them only the psychological measure indicating pre-illness 
status. The main body of this study is concerned with the 100 patients, aged from 
less than one year to 12 years, who survived purulent meningitis. 


Procedure. This study compared pre-illness mental or psychological status 
with post-illness mental or psychological status. Pre-illness status was determined 
by a technique of evaluation from data collected by interview with parent or guard- 
ian at the beginning of hospitalization. The Vineland Social Maturity Scale“ was 
used to obtain the pre-illness psychological and mental status, yielding a social 
quotient (SQ) rating derived from behavioral data obtained from interview with an 
individual familiar with the child’s development and performance.’ Post-illness 
status was determined one month and again three months after illness. These de- 
terminations were from actual tests of the subject. The Cattell Infant Intelligence 
Scale“) was used to evaluate the after-illness mental status on children less then 
two years of age, first at one month, then at three months. The Stanford-Binet 
Scales °) were used to evaluate all children above the two-year level after their re- 
covery at one month and again at three months. 

The one-month test was chosen because it was desired to obtain information on 
mental status, as soon as feasible, following recovery from the acute symptoms of 
illness. Complications often develop during the acute phase of illness and may either 
diminish or disappear following recovery. It was felt that a three month follow-up 
would be a reasonable period of time to allow for improvement in the complications 
and to obtain an evaluation of mental status at this time. ra 

The three mental or psychological status determinations constituted tke pri- 
mary variables of this study. Certain factors which it was thought might be related 
to findings with reference to the three primary variables, such as age, sex differ- 
ences, race differences, duration of illness prior to hospital admission, chemotherapy 
before hospitalization, infecting organism, effect of subdural effusion “ 7) * ©, and 
other complications, also were studied where the number of cases available from the 
100 children evaluated was sufficient. 


1This study was conducted at Children’s Hospital, Washington, D. C. from December, 1954 to 
November, 1956. The author wishes to express her appreciation to Dr. Harold Stevens, Chief of the 
Neurological Service and Director of the Department of Electroencephalography, to Mrs. Martha 
Shorey, Administrative Head of the Department of Electroencephalography of Children’s Hospital, 
and to Dr. Thelma Hunt, Executive Officer, Department of Psychology, The George Washington 
University. 
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RESULTS AND Discus®ion 


Four of the one hundred children could not be evaluated with the selected 
measuring devices and were considered as a separate sub-group. Three patients in 
this sub-group developed severe mental and physical retardation due to the disease. 
The retardation of the fourth child was attributed to congenital retardation, present 
before illness, rather than to the disease process. 


Changes in Mental or Psychological Status after Illness. The findings for the 
group as a whole indicate that there was no significant difference between pre-illness 
status and post-illness status three months after illness. The favorable findings of 
this study in respect to recovery from meningitis may well relate to the effectiveness 
of recent methods of treatment. There is also to be considered the fact previously 
reported studies indicating unfavorable results have often been limited to the con- 
sideration of only the obviously damaged cases: * 5), The statistical findings on 
comparison of pre-illness measurements with evaluations one month after illness, 
and on comparison of .valuations one month after illness with evaluations three 
months after illness, appear to demonstrate a temporary depression of psychological 
functioning (as measured by the one month tests) with recovery which appears to be 
back to a level not significantly different from the pre-illness level by three months. 

Several factors might explain the one month after illness depression of function. 
Medically, there may still be some effects of toxicity of the disease or from depression 
of general health factors. Psychologically there may be adverse effects present at the 
one month testing from the confinement of the hospital environment. Also, psycho- 
logical recovery may involve a period of learning and readapting which cannot take 
place in the short span involved in the one month testing. 


Infecting Organism. The most frequent causal organisms were Hemophilus 
influenzae and meningococci, affecting two-thirds of the children in this study. For 


the other one-third, the causal organisms were indicated as: Diplococcus pneumoniae, 
streptococci, Esherichia coli, or ““undetermined.’”’ Mental and psychological status 


changes after illness did not reveal any significant differences between infecting 
organisms. 


Cell Count. An inspection of the number of cells in relation to changes in mental 
status indicated no basis for a conclusion that the most purulent cerebro-spinal 
fluids tend to produce the highest incidence of mental sequelae. Some patients re- 
covered without decrement, while others showed a decrease in mental level following 
recovery, regardless of whether the cell counts were high, or low, or average. When 
tests of significance were computed, the factor of cell count in cerebrospinal fluid was 
statistically not significant in showing a difference in post-illness mental status. 


Sex. Sex does not appear to be an important factor on the whole in relation to 
psychological sequelae of meningitis. Comparing pre-illness status with mental 
status at one month following recovery, the male patients show a significant decrease 


at the .05 level. This difference between the sexes does not carry through to the three 
month level. 


Race. Race does not appear to be an important factor on the whole in relation 
to psychological sequelae of meningitis. One finding significant at the .05 level ap- 
pears. When classified by race, the white patients showed a decrease in mental status 
at one month following recovery. This decrease in performance is significant at the 
.05 level. Negro patients showed no significant difference. This difference between 


the white and negro patients does not carry through to the three month following 
recovery status. 


Duration of Illness Prior to Hospital Admission. Inspection of data indicated 
that most children were ill one to two days prior to hospitalization. Upon examina- 
tion, this factor was not significant and could not be shown to have a significant 
effect upon change in mental status after illness. 
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Chemotherapy Before Hospitalization. When the findings were examined for 
those patients ~~ received treatment before hospitalization and compared with 
those who did not receive treatment until hospitalization, it was found that chemo- 
therapy before hospitalization did not have a marked effect upon the decrease or 


change between the pre-illness mental status and post-illness status at one month 
following recovery. 


Sequelae. Sequelae, such as deafness, ear complications, motor incoordination, 
muscular weakness, ataxia, swelling of joints, etc., appeared in the different age 
groups. Because of individual reactions to purulent meningitis, some children 
showed a decrease, or an increase, or no change in psychological and mental status, 
depending on the complication. 

The greatest number of complications appeared in the youngest age groups®. 
Not only were there significant changes in the direction of a decrement in perform- 
ance between pre-illness status and post-illness status at one month after recovery, 
but in the less than one year group of thirty-two children, a total of twenty children 
received subdural taps. Even though twenty children received taps, in eleven cases 
the suspected subdural effusion apparently never progressed. In other words, nine 
children were determined to be developing subdural effusions. Seven of this group 
of nine underwent neurosurgery (craniotomy) to remove newly formed or forming 
neomembranes. When these nine children were observed further, seven showed a 
decrease in IQ as compared with SQ of five points or more at the one month testing 
and five showed such a decrease at the three month testing. In this age group only 
nine out of twenty-three at the one month testing, and six out of twenty-three at the 
three month testing, showed such a decrease. These figures are suggestive of ad- 
verse effects of subdural effusions but are not conclusive because of the small number 
of cases. 

Four of the children in the less than two year group presented an over-all picture 
of both physical and severe mental retardation. Three children showed such tre- 
mendous decreases between pre-illness and post-illness mental levels that they were 
not included in the over-all statistical analyses of the primary variables. Another 
child, less than one year, also was not included in the general findings because of 
congenital mental retardation. With the exception of the congenitally retarded child, 
three of the children developed such degrees of brain damage that institutionaliza- 
tion was recommended. However, before institutionalization could be arranged, one 
of the children expired nine months later after developing severe hydrocephalus 
following meningitis. 

SUMMARY 


Of a total of 110 patients who developed purulent meningitis, ranging in age 
from one month to twelve years, ten expired within the first week of hospital ad- 
mission. On the remaining 100 children who survived, the pre-illness mental status 
was determined and compared with after-recovery status. Four were not testable 
after illness because of severe physical and mental retardation. 

For the group as a whole, the study indicates no significant loss in mental or 
psychological status three months after illness. However, comparative age studies 
indicate that the younger age groups (less than two years) show the most significant 
differences and the most complications. Study of a limited number of cases suggests 
that subdural effusion probably has a detrimental effect upon mental status, espec- 
ially in the very young. Causal organism, number of cells in cerebrospinal fluid, 
chemotherapy before hospitalization, and duration of illness prior to hospital ad- 
mission were not found to show significant effects in producing differences in mental 
status, nor were there found to be significant sex or race differences at the end of 
three months after illness. 
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PSYCHODYNAMIC IMPLICATIONS OF SELF-INJURY IN DEFECTIVE 
CHILDREN AND ADULTS 


G. H. zUK! 
St. Christopher’s Hospital for Children, Philadelphia 


This report will describe and interpret self-injury in defective children and 
adults.? Self-injury is a rather unique pathological behavior about which remarkably 
little has been written. As used here, it refers to an individual hitting, banging, 
biting or otherwise bruising his own body. It differs from psychotic self-mutilation, 
such as has been described by Dobrowski"?, in that the aggressive impulse is appar- 
ently not directed against the self—as it often appears to be in self-mutilation—but 
rather against some frustrating event, object or person. Common to both behaviors, 
on the other hand, would seem to be the ‘‘frustration-anger-hostility” trinity that 
Thorne“ implicated in the arousal of many abnormal mental states. Support for 
the view that the aggressive impulse in self-injury is directed against an external 
frustrating agent is offered in the following case presentations. 


CasE MATERIALS 


The following were more or less chance observations of self-injury as it happened. 
In each of these it was possible to reconstruct the circumstances that led up to the 
behavior. 


Case 1. A young adult male in a state institution for mental defectives. This young man 
was observed walking along and muttering to himself loudly. Suddenly he was seen to strike 
himself in the eye with his fist. He continued to mutter angrily about something and struck him- 
self several times. Seemingly more stirred up with every blow, he broke into a run after another 
boy who was standing nearby. However, he was easily outdistanced in the footrace. He stopped, 
muttered again, and then again struck himself in the eye. The writer, having observed all this, 
approached the young man and asked what the trouble was. Excitedly, he p sinted after the boy 


'Psychologist with the mental retardation clinic, John Bartram, M.D., director, which is sponsored 
by the Children’s Bureau, Department of Health, Education and Welfare and the Pennsylvania State 
Department of Health, Division of Maternal and Child Health. 

2A version of this paper was read at the scientific session of the Department of Psychiatry, Temple 
University Medical School, November, 1958. 
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who had po him and shouted: ‘‘He’s been picking on me!”’? The young man was reassured 
that he would no longer be bothered. This appeared to calm him and after a minute or so he 
walked away. 


Case 2. A girl of perhaps 8 years in a state institution for mental defectives. This child was 
observed in a play area screaming, moaning and pulling violently at her own hair. She yanked so 
hard that she actually pulled herself down to the ground. The writer’s attention was drawn to a 
little boy standing near the girl who appeared to enjoy her antics and made “‘faces’’ which only 
further enraged her. Finally, an attendant was called and removed the girl from the area. The 
attendant later reported that the girl indulged in such behavior whenever teased or provoked. 


Case 3. A negro boy of about 7 years in a nursery school for retarded children. This boy was 
observed, while seated on a chair, to strike himself on the side of his face with his fist. The teacher 
of the class went to the boy and restrained him playfully by holding his hands and then clapping 
them together as if in a game. This appeared to calm the boy and he stopped his self-injury. As 
the writer reconstructed it from the teacher, she had apparently provoked the boy by insisting 
that he remained seated. He had gotten up from his seat previously to roam about the room. Her 
restraint set off the behavior which began immediately after she had returned him to his seat. 


In the following two cases, direct observation of the self-injury was not made 
but was reported by the victims’ mothers. They are of interest because they shed 
some further light on the type of defective child who may commit self-injury and the 
circumstances that favor its appearance. 

Case 4. L., a 6 year old girl, was seen by the writer for psychological examination. She 
was quite typically defective in appearance: her mouth dropped open, her eyes had a dullish cast 
and there were signs of self-injury in the form of bitten wrists and bruised ears. She showed 
mental abilities not much beyond the 18 month level. On the Cattell Infant Intelligence Scale, she 
earned an MA of 1-6, IQ 26. On the Vineland Scale, she earned an SA of 1-11, SQ 33. Her be- 
havior was generally that of a cranky 18 month to 2 year old child. She displayed considerable 
resistive and negativistic behavior. She ran to the door of the office and grabbed the knob in an 
effort to get out. At one point, her mother pulled L. from the door with the explanation: “Some- 
times she needs this. You’ve got to watch her all the time. The older she gets, the worse off she 
is.’’ There was much evidence of her mother’s rejection of L. She showed little warmth toward 
the child. She talked about her as an object rather than as a child of her own. 


Case 5. R., a5 year old negro girl, seen by the writer for psychological examination. She 
was ambulatory but babbled meagerly and was not toilet trained. On the Kuhlmann-Binet 
Scale she earned an MA of 1-3, IQ 25. On the Vineland Scale she earned an SA of 1-7, SQ 32. 
R’s mother faced the overwhelming task of caring for 11 children on a meager income. She was 
poorly educated but made a sincere effort to care for the children despite the great problem of how 
to support them. Her only complaint about R was that because all the other children in the 
family “waited on her’, she refused to do things for herself and was easily upset when things 
> done for her. When upset she would scream, bang her head against the floor and bite 

er hands, 


Discussion 

The writer can conceptualize the psychodynamics of self-injury only by postu- 
lating a regression of the ego to an infantile level with a consequent breakdown of 
the identification of the ego and the body. The body is no longer perceived as an 
extension of the self but as an object in the environment. When for some reason, 
perhaps fear of reprisal or lack of availability, aggression cannot be directed against 
its true object, it is conceivable that it is expended against the most immediate or 
the nearest object. Since the victim obviously has easy access to his own body, it 
tends frequently to get selected as the object of the aggression. 

Theoretical support for this interpretation comes from some of the psycho- 
analytic writers as well as the developmental psychologist, Piaget. Freud himself 
remarked that ‘‘before its cleavage into an ego and an id, the mental apparatus makes 
use of different methods of defense from those which it employs after’ @: ?- 57), Anna 
Freud®) has vividly described how the young infant does not differentiate between 
himself and the outside world. Under the influence of the pleasure principle the in- 
fant perceives that what is pleasant is part of himself, what is unpleasant is not. She 
has noted that even in the second year, children will occasionally behave with their 
mothers as if their bodies were one. A child who likes to suck his thumb will suddenly 
take the mother’s thumb rather than his own; or while feeding, he will put the spoon 
into his mother’s mouth. Hoffer“ has pointed out that through touching himself 
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the infant comes to experience his self as different from the outside world. Piaget © 
has stated that with maturation actions become meaningful. Thus the infant moves 
its hand to grasp an object and the sensation of effort and achievement as well as 
those of impatience and waiting are among the first emotional experiences of the self 
as differentiated from the outside environment. 


SuMMARY 

There seems reason not to equate self-injury with self-mutilation, although 
they may be overlapping in a single individual. Self-injury as described in this paper 
involves none of the ritual that is often associated with self-mutilation. In self- 
mutilation, it is often the object of the victim, either consciously or subconsciously, 
to punish himself for certain transgressions. Self-injury represents a distortion of the 
impulse to punish someone else. These pathological behaviors are felt to have quite 
different diagnostic significance. 
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FAMILIAL PSYCHOPATHOLOGY AND ENVIRONMENTAL STRESS AS 
PROGNOSTIC SIGNS! 


ISIDOR W. SCHERER AND LOUIS J. NIDORF 
VA Hospital, Northampton, Mass. Clark University 


PROBLEM 

This investigation was carried out to determine the relationship between clinical 
improvement of psychiatric patients, heredity, and premorbid environmental stress. 
Specifically, the purpose was to assess the prognostic significance of familial psycho- 
pathology and stress for patients who have been treated by physical therapies. 

The presence of pathology in the fai ily has been conflictingly reported as 
prognostically favorable, ominous, and insignificant.“). An example of this con- 
fusion may be had by comparing the results of Paster and Holtzman “? with those of 
Zolan and Bigelow“). The former investigators claim that there is no significant 
correlation between family history and recovery brought about by ECT or insulin 
therapy while Zolan and Bigelow consider the presence of mental pathology in the 
family as a favorable sign for these two therapies. Premorbid environmental stress is 
almost universally thought of as a favorable prognostic sign“); however, Cole, 
Swenson, and Pascal®) have recently presented evidence to show that stress loses 
its prognostic significance if certain other variables are controlled. In view of these 
equivocal results, it was hoped that the present study would help to clarify the pre- 
dictive value of genetic and stress variables. 


1The authors wish to express their gratitude to James Klett who aided in the statistical analysis 
of the data and Arnold Trehub who critically read the manuscript. 
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MetTHop 

The subjects used in this investigation were previously used in a series of 
studies ©) to determine the effectiveness of various physical therapies such as ECT, 
drugs, insulin, and lobotomy. Since these patients had been reliably rated for psy- 
chiatric improvement, it was only necessary to ascertain from their case histories 
evidence of familial pathology and premorbid environmental stress. 

To determine the presence or absence of mental pathology in the family, the 
investigators read each patient’s clinical record and social psychiatric history. A 
patient was said to show genetic predisposition if one or more members of his im- 
mediate family including first cousins had been treated in a psychiatric hospital for 
psychosis, neurosis or character disorder. He was said to be not influenced by genetic 
factors if his record stated that his family history was negative. When there was not 
enough available information to categorize a patient in either of the above categories, 
he was labeled indeterminate and excluded from the sample. These categories were 
considered to be definitive and unambiguous; therefore, their reliability was not 
questioned. 

The degree of premorbid environmental stress was determined at the same time 
as the hereditary variable was established. A five point scale was used to define the 
degree of stress: (1) specific precipitating factors along with the presence of negative 
environmental conditions such as extreme poverty, neglect, pronounced parental dis- 
cord and the like, (2) either specific precipitating factors or negative environmental 
conditions but not both, (3) no precipitating factors and only a moderate negative 
environment, (4) no precipitating factors and a benign premorbid environment, and 
(5) indeterminate. Patients who were categorized indeterminate were excluded from 
the sample. In order to test the reliability of these judgments, a psychologist was 
introduced to the categories and five representative cases. Afterwards, he judged 
the premorbid stress of 40 randomly selected sample cases. Interjudge agreement 
was assessed by the Chi-square method and found to be significant (p < .01). This 
association was considered to indicate sufficient reliability for the stress judgments. 

A total of 295 subjects, most of whom were schizophrenic, were unambiguously 
rated for either stress or pathological heredity. For complete reference to the char- 
acteristics of the subjects used in this study see Scherer and Trehub®. Although 
these patients had been treated by various physical therapies, the methods used to 
evaluate their improvement were substantially equivalent; therefore, the patients 
were combined into one group and defined as a sample from a general treatment 
population. 

The data were analyzed by means of the Chi-square method. First, the three 
variables, improvement, heredity and environmental stress were dichotomized and 
the entire sample was cast into three two by two contingency tables representing the 
total number of possible combinations of the three variables. Thus, statistical tests 
were made for the possible association between hereditary and improvement factors, 
environmental stress and improvement, and stress and heredity. Then in order to 
determine whether or not there was an interaction among the three variables, each 
contingency table was subdivided into the dichotomy of the variable not being tested. 
For example, the heredity-improvement association was first tested for the entire 
sample, then the samples were divided into stress and no-stress groups and again the 
heredity-improvement association was tested in both of these respective groups. The 
same procedure was followed for the other variable combinations. 


RESULTS AND DISCUSSION 


For the sample as a whole, hereditary predisposition was not significantly asso- 
ciated with improvement (p > .98). When the sample was divided into stress and 
no-stress groups, there was still no significant association (p > .99 and .90 respect- 
ively). Therefore, this investigation provides no evidence for the contention that 
mental pathology in the family is a prognostically favorable sign for improvement 
with physical therapy. 
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Premorbid environmental stress was significantly associated with psychiatric 
improvement for the overall sample (p < .05). This association, however, was 
further qualified when the sample was divided according to the presence or absence 
of hereditary factors. The association reached significance only in the group without 
evidence of familial psychopathology (p < .02). This finding implies that if a patient 
shows no pathology in the family and if he has been judged to have undergone pre- 
morbid environmental stress, then he is likely to improve when treated by means of 
physical therapy. 

For the entire sample, judgments of premorbid stress were associated with 
judgments of hereditary predisposition (p < .001). This was not an unexpected 
finding, since judgments of environmental stress and familial psychopathology were 
made at the same time and since it is reasonable to suppose that a mentally ill mem- 
ber of a family imposes inordinate psychological and financial hardships. Therefore, 
judgments of environmental stress would be intrinsically related to judgments about 
heredity. This situation, however, was made more complicated when the sample was 
divided into improved and unimproved groups, for then the association held only 
for the unimproved patients (p < .001). Since the investigators had no knowledge 
of a patient’s improvement rating at the time that he was being judged for heredity 
and environmental stress, some variable other than knowledge of response to treat- 
ment must account for the covariation of environmental stress and heredity in the 
unimproved group. The explanation of this finding awaits further research. 


SUMMARY : 

The purpose of this investigation was to assess the prognostic significance of the 
heredity factor and premorbid environmental stress for patients who have been 
treated by physical therapies. A total of 295 patients previously rated for response 
to treatment were judged for familial psychopathology and premorbid stress. It was 


found that pathology in the family was not significantly related to treatment re- 
sponse, while premorbid environmental stress was a favorable prognostic sign if there 
was no familial pathology. 
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A DIMENSION OF PERSONALITY CHANGE WITH AGING 
BERNARD S. AARONSON 


New Jersey State Hospital at Trenton 


The influence of maturation upon personality during the adult years has re- 
mained a moot point. Published research has dealt largely with childhood, adoles- 
cence and old age. A few studies®: ® have attempted to compare young and old 
adults. Only recently have any attempts“: * 7) been made to deal with personality 
change as a function of ongoing age. This present study is an attempt to assess 
personality change as a function of aging and to determine whether regular, orderly 
changes do take place in personality as a function of the aging process. 


PROCEDURES AND RESULTS 


In order to evaluate these changes, an exhaustive sampling of psychology de- 
partment files yielded 66 persons with profiles on the Minnesota Multiphasic Person- 
ality Inventory (MMPI) in which none of the validating scales equalled or exceeded 
a T score of 70. These cases consisted of 48 males and 18 females ranging in age from 
16 to 65, mean age of 31.3, and median of 30.1. The diagnostic composition of the 
sample is shown in Table 1. ; 


Tasize 1. Drtacnostic CoMPosITION OF THE SAMPLE EMPLOYED IN Tuts Stupy 








Diagnosis Number 





Acute Brain Syndrome 

Alcoholism 

Antisocial Reaction 

Anxiety Reaction 

Chronic Brain Syndrome 

Conversion Reaction 

Depressive Reaction 

Dissociative Reaction 

Emotionally Unstable Personality 
Inadequate Personality 

Manic Depressive Reaction, Depressed Type 
Manic Depressive Reaction, Manic Type 
Mental Deficiency, Mild 

Mental Deficiency, Moderate 
Obsessive-Compulsive Reaction 
Passive-Aggressive Personality 
Psychoneurosis, Other 

Psychophysiologic Musculoskeletal Reaction 
Schizophrenic Reaction, Catatonic Type 
Schizophrenic Reaction, Chronic Undifferentiated Type 
Schizophrenic Reaction, Paranoid Type 
Schizophrenic Reaction, Residual Type 
Schizophrenic Reaction, Simple Type 
Sexual Deviation 

Staff 

Undiagnosed 


1 
2 
3 
2 
2 
1 
3 
1 
4 
2 
2 
1 
1 
1 
2 
1 
1 
1 
2 
6 
4 
1 
2 
4 
5 
ll 


Total: 66 





On the basis of the relative distributions of peaks on the MMPI scales Hs, D, 
Pd, Pt, and Sc among younger and older entrants into an abnormal population in 
Aaronson’s“ study noted previously, an index of aging was constructed with the 
formula, AgJ = 1.5 Pd + Sc + 0.5 Pt —Hs —D. The values substituted into the 
formula are the K-corrected T scores. The mid-point of the index is 50, and it 
varies inversely with chronological age. 

The index was computed for each of the profiles and correlated with age at the 
time of taking the test. The mean score on the index for the total group was 79, and 
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the correlation of the index with age was —.50, significant beyond the .001 level. 
These data suggest that personality change does occur as a function of aging in the 
adult years. 

Since 24 cases, or 36 per cent of the sample, had schizophrenic or psychopathic 
diagnoses, and since these might tend to weight on the scales suggestive of youth, 
they were removed from the sample and the correlation with age recomputed for the 
combined psychopathic-schizophrenic sample and for the remainder of the cases. 
The mean age of the combined sample was 31.9 and of the remainder sample, 30.9. 
The mean index score for the combined sample was 91.1, and for the remainder, 
71.1. The correlation with age in the combined sample was —.36, which is not signi- 
ficant, and in the remainder sample was —.79, significant beyond the .001 level. 
Psychopaths and schizophrenics seem to get higher scores on the index, and the re- 
lation of the index to age in this sample seems much reduced. With these groups 
removed, the relation of the index to age in the rest of the sample seems to increase 
to a point where individual prediction of age is possible. 

As the correlation in the remainder sample might be spuriously inflated since 
the groups removed tended to load on the scales in the index suggestive of youth 
while the remainder of the scales were left untouched, all cases which carried diag- 
noses which might suggest a greater loading on any of the scales of the index and al) 
undiagnosed cases were eliminated. This left a sample of 23, with a mean age of 
30.2 and a mean score on the index of 75.8. The correlation between chronological 
age and the index in this sample was —.67, significant beyond the .001 level. In spite 
of the decline in sample size and the stripping away of sources of variability, the 
Te remains relatively high and higher than the correlation for the total 
sample. 


‘ 
Discussion 


These data suggest that personality changes take place as a function of matura- 
tion throughout the adult years. Placed in the context of changes noted during child- 
hood, adolescence, and senescence, lawful processes of personality change as a func- 
tion of developmental status seem to go on throughout life with no plateaus in which 
development stops. 

The magnitude of the correlations within a patient sample in which so many 
factors might act to vitiate them suggests the possibility that even higher correla- 
tions might be found in a sample not so selected. The index seems to tap an important 
facet of personality change which, from consideration of its component scales, might 
be interpreted as a transition from an obsessive concern with control over the ex- 
pression of one’s impulses as they impinge upon society to a concern with one’s 
physical and mental health. Consideration of the cases with MMPI profiles begin- 
ning with 487, 12 and 21 in An Atlas for the Clinical Use of the MMPI) seems to 
bear this out. It should be noted that Pd, which has the highest loading on youth, 
falls on the externalization side of the Welsh“) Internalization Ratio, while Hs and 
D, suggestive of age, fall on the internalization side. In addition, the worry patterns 
of psychologists as delineated by Kerr, Newman, and Sadewic ) also seem in agree- 
ment. In their study, there seems to be a transition from a concern with appearance 
and sexual morality in the early twenties to a concern with giving up ambitions, 
marital problems, and health in later years. 

The low relation between the index and age among schizophrenics and psycho- 
paths may be an artifact as a result of the scales comprising the index, but it also 
raises a question as to whether these groups may not be fixated at or have regressed 
to an earlier level of development. It should be stressed in this connection that this 
index does not measure ‘‘maturity’”’ in any psychoanalytic sense. Awareness of the 
maturational status implied by a diagnosis may lead to further understanding of the 
significance of the diagnosis. 

The generally high correlations between the index described here and chrono- 
logical age raise the question of the utility of a concept of psychological age in des- 
cribing the phenomena of personality. Just as concepts of physiological age help to 
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clarify the ongoing processes of physiological development, so psychological age 
might help clarify the ongoing processes of personality change. Psychological age, as 
used in this context may be defined by the prevalence of behaviors, interests, and pre- 
occupations characteristic of persons at a particular period in the life span. Such a 
concept would account, in maturational terms, for such diverse phenomena as the 
waning of acting out behavior, the decline in manic episodes in individuals with 
manic-depressive psychosis, and at least some of the differences in orientation be- 
tween the young and the old. Not only differences between diagnostic groups, but 
factors which lead to acceleration or deceleration of these processes of change become 
important research questions. This present study points up one dimension of 
personality change with aging, but the total number of dimensions involved and their 
relations to one another need to be evaluated. 


SUMMARY 


Correlation of an index of aging based upon the MMPI scales Hs, D, Pd, Pt 
and Se with chronological age seems to suggest that processes of maturation continue 
to function with regard to personality phenomena during the adult years. An im- 
portant dimension of personality change seems to be the transition from concern 
with the control of one’s impulses to concern with one’s physical and mental health. 
A mixed subsample of psychopaths and schizophrenics does not show as strong a 
relation between the index and age which, apart from the question of artifact, raises 
important questions as to the maturational level of individuals so diagnosed. A 
concept of psychological age is proposed as a unifying factor against which to evalu- 
ate the diverse phenomena of ongoing personality change. 
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THE ROLE OF PSYCHOLOGISTS IN 
UNIVERSITY COUNSELING AND PSYCHOTHERAPY’ 


EMORY L. COWEN 
University of Rochester 


INTRODUCTION 


This study reports a fact finding survey concerning the activities and functions 
of psychologists in facilities for personal counseling and psychotherapy for under- 
graduates within university mental health programs. It is clearly recognized, in 
practice and theory, that university mental health problems are not the exclusive 
province of any single discipline. Psychiatrists, for example have long been concerned 
with such problems. Farnsworth? presents an historical overview of this interest, 
as well as a detailed consideration of the potential role of psychiatry in a university 
mental health program. Data indicating the extent to which psychiatrists and other 
mental health specialists have actually participated in the health programs of 1157 
American colleges are also available.@’ Recognizing beforehand the breadth of con- 
tributions from other disciplines, the aim of the present investigation is to determine 

more precisely the role of psychologists in this area. 


METHOD 


Our basic data derive from a questionnaire distributed to the Director of Clinical 
Training at each of the 52 colleges and universities listed in the June 1958 American 
Psychologist as having an APA approved Ph.D. training program in clinical psy- 
chology. 

The questionnaire covered a variety of areas including: structure of the various 
service facilities, nature and size of staff, number of people seen, types of referrals 
and participation of graduate student trainees. In order to maximize the likelihood 
of a good return, the questionnaire was kept brief and part responses were encour- 
aged even if all items could not be answered. Thirty seven responses were received 
within one month, at which time a follow-up was distributed to the remaining 15 
schools. Within three weeks completed questionnaires were received from 13 addi- 
tional schools for a total of 50 responses from the original group of 52. Some re- 
spondents, as anticipated, did not answer one or more questions; accordingly, the 
number of responses varies from item to item. Where answers seemed unclear or 
implausibie, individual follow-up letters were sent to the respondent for clarification. 


REsvuLtTs 
All 50 schools answered affirmatively to the question ‘“Do you provide counsel- 
ing or psychotherapy*® for undergraduates’ with personal, social and emotional 
problems?”’ This offers an encouraging confirmation of the anticipation that mental 
health functions would increasingly become a responsibility of the university “: ?) 


Types of facilities. All 50 respondents indicated which of four categories best des- 
cribed the services referred to in the preceding response. The four “approximate 
paradigms’’ utilized were as follows: 


1. Psychological. Characteristically within a psychology department, administered and 
staffed by psychologists, with minime| psychiatric participation, i.e., there may be a psychiatrist 


1Grateful appreciation is expressed to Drs. John Flavell, S. D. S. Spragg and Melvin Zax, each of 
whom read an earlier draft of the ms. and commented constructively thereupon. 

*No attempt was made to differentiate between counseling and psychotherapy, since the terms 
have a considerable amount of interchangeability in current usage. e did however specifically 
orient this question, and the entire questionnaire in fact, to personal-social-emotional problems so 
that our interests could be more clearly delineated for the respondents. 

*One APA approved Ph.D. training institution in clinical psychology has no undergraduates at 
all. For this and subsequent data summaries, its graduate students are treated as if they were under- 
graduates. 
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on call, or one who attends staff and/or case conferences, but such a person is not involved in 
actual work with students (N = 18). 


2. Psychiatric. Typically within a medicai setting, with the bulk of the student contact 
work being done by psychiatrists. Although there may be one or more psychologists on the 
staff, the latter do not appear to have a major role in the counseling and therapeutic aspects of the 
program (N = 5). 

3. Separate. Refers to those schools which maintain independent facilities of the psycho- 
logical and psychiatric variety as described above, each of which is actively involved in under- 
graduate counseling and therapy (N = 22). 


4. Integrated. Those facilities which include both psychologists and psychiatrists on their 
functional staff, which are housed in a single setting, and in which members of each discipline are 
actively involved in a major portion of the treatment program. The administrative directorship 
of the integrated clinic may be either psychological or psychiatric in nature (N = 5).* 


The ratio of one type of facility to another would doubtless vary as a function 
of the sample of schools tapped. Quite probably the relatively high percent of ‘‘psy- 
chological”’ facilities reflects the fact that the responding institutions house highly 
developed graduate training facilities in clinica] psychology. ‘Separate’’psychologi- 
cal and psychiatric facilities, however, are modal. This may be attributable in part 
to the relatively large undergraduate enrollments characterizing our sample, or be- 
cause facilities in a given school may evolve relatively independently within disci- 
plines, without co-ordinated overall planning. 

Several questions were asked about the nature and use of psychiatric consulta- 
tion. These refer to the 18 psychological facilities and to the 22 essentially psycho- 
logical organizations in schools with separate facilities; they are not relevant to the 
psychiatric or integrated facilities. Thirty-seven of these 40 schools answered the 
items; of these 28 had psychiatric consultation and nine did not. Schools with 
psychiatric consultation described the nature of such consultation as ranging from 
token participation to active participation in a variety of non-contact functions. 
At ten schools the psychiatric consultant took part regularly in case conference or 
staff meetings. Seven stated that the major role served was that of being available 
for consultation on difficult or complex matters. Another ten schools reported that 
the psychiatric consultant was available on a “call’’, “stand-by” or “emergency” 
basis. Some of these indicated quite frankly that there was little or no actual con- 
tact with the consultant, and that the relationship existed more in principle than in 
fact. Three schools indicated that psychiatric consultants were used primarily for 
trainee supervision, and other single schools stated reasons such as “training”’, 
“instructional”, and “‘screening’’. 

Considerable ingenuity has gone into the development of titles for these uni- 
versity service facilities. Fourteen different titles were given by the 42 respondents 
who identified their organizations by name, and it is only by assuming a license in 
grouping that consistencies emerge. Clearly the most popular title is Psychological 
Clinic (N = 15). By using either the word University or Student before, and Bureau 
or Service after the word Counseling( as the fixed middle term) we may account for 
another 12 schools. Seven more organizations go under the title Counseling (and 
Testing) Center, while an additional four are called Psychological Service Centers 
(or Bureaus). The remaining facilities have non-duplicated titles. 


Facilities for whom and on what basis. All respondents indicated that facilities in 
counseling and psychotherapy were available for undergraduates; all but one provide 
comparable services for graduate students. Twenty-one of the centers also offer 
therapeutic services for community adults while 15 provide such facilities for child- 
ren; the latter two, however, are likely to be on a fee basis. Thirty-four of the 48 
respondents provide therapeutic help for undergraduates without charge, four do so 


‘Since the respondents had only the category titles and not their full descriptions, the final 
classfiications made by the author differed in several instances from -hose made by the respondent. 
Illustratively, the sepees “{ntegrated” was checked by a few schools simply on the basis of their 
having a psychiatric consultant. Such a classification was changed to psychological, when it was clear 
that the consultant was not actually involved in student contact work. 
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on a fee basis, while the remaining 12 indicate that services may be either on a fee or 
non-fee basis depending on their nature and extent. All 46 of the responding institu- 
tions offer individual psychotherapy; 18 also provide group therapy. 

Thirty-five of the schools estimated the approximate percents of students com- 
ing from various referring sources. Using each school as a unit without weighting for 
overall size of operation, it is clear that self referrals constitute the single preponder- 
ant source (54%). Referrals from administration, including deans’ offices, dormitory 
advisors, and student service facilities account for an additional 21%. Faculty re- 
ferrals total to about 12%, these splitting fairly evenly between psychology and other 
university faculty. Approximately 10% of the referrals came from medical sources, 
while the remaining 3% came from the advisor system used in some schools. 


Staff. Determination of the amount of staff time devoted to counseling and psycho- 
therapy with students poses a complex challenge. For one thing, staff time is not 
always neatly divisible into the categories student vs. non student, making it quite 
difficult to determine precisely what percent of total staff activity is directed to 
student problems. Moreover staff time in a counseling service may combine service 
and training functions. Too, many staff people who are full time at an institution, 
devote only a portion, sometimes variable, of their time to such activities. 

Estimates were gathered separately for post-doctoral, sub-doctoral (non-grad- 
uate student), and graduate student time. The data based on the 44 schools provid- 
ing answers to these items are summarized in Table 1. For reasons cited above, the 


TaBiz 1. Starr Hours In UNDERGRADUATE COUNSELING AND PSYCHOTHERAPY 
WORK PER WEEK 


Post Sub Grad 
Doctoral Doctoral Student Total 


Mean 103 35 85 223 
Median 70 15 50 135 
Range 0-520 0-160 0-600 16-800 











mean figures doubtless overestimate the actual amount of time spent in student con- 
tact work. Nevertheless a sizable number of psychologist man-hours are currently 
devoted to student mental health matters at the universities sampled. As one studies 
staff ‘profiles’ from the responding institutions it becomes clear that the individual 
patterns are virtually legion. At some schools at least 90% of the total staff man- 
hours is contributed by graduate student trainees, while at others we find 100% post 
Ph.D. staff. Other patterns are observed in which, for example, the brunt of service 
is provided by sub-doctoral non-graduate student personnel. 

An item was included to determine what percents of undergraduate counselees 
are seen by psychology staff, graduate students and other personnel. Once again the 
percent estimates provided by the 35 responding institutions were averaged as units 
without weighting for size of operation. On this basis we find 49% are seen by 
psychology staff, 45% by graduate students and 6% by other personnel, usually 
medical. These overall figures do not however capture the variation among schools; 
for some, 100% of the undergraduate therapy is done by staff while for others it is 
all done by graduate students. Moreover the data are overweighted by exclusively 
psychological facilities, or by the psychological facility in a university which is also 
known to have separate psychiatric facilities. Doubtless they would change drastic- 
ally with inclusion of comparable information from the many student health psy- 
chiatric facilities actively in operation. 


Extent of services. A series of questions attracting anywhere from 33-38 respondents 
explored the extent of therapeutic services offered by the universities. This is likely 
to be influenced both by the size of the school and the amount of support for mental 
health activities provided by the institution. The universities range in size of under- 
graduate enrollment from approximately 725 to 26,000 with a median around 8,500. 
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The number of students seen for personal counseling and therapy per year ranges 
from 15 to 750 with a median around 125. The average number of interviews per 
student seen is nearly 11; however the median figure, six, is a more accurate reflection 
of central tendency in this instance. The range for mean number of interviews runs 
from about 2.5 to 95 sessions; a rough mode for range of sessions would be from one to 
about 40 or 50 sessions. 


Practicum for students. Forty-two of 46 respondents indicated that practicum courses 
in counseling and psychotherapy were required in their clinical Ph.D. program. A 
series of more specific questions about these practica followed, each attracting 40 
respondents. Evaluation of the latter data are complicated. Practicum courses may 
include both diagnostic and therapeutic activities; often it is difficult to determine 
how much of each. Some schools are individualized in their approach to the problem 
of required practicum courses, and students with differing backgrounds and exper- 
ience have different practicum requirements. Too, there are more mundane problems 
such as trying to convert semesters and quarters into common credit units for com- 
parative purposes. These considerations necessitated some dependency upon the 
“educated guess” or the ‘‘mental coin flip’”’ in trying to make finer discriminations. 
Within this framework of limitations the picture that emerges is summarized in 
Table 2. A very prevalent pattern is for schools to require two semesters of therapy 


TasLe 2. Semesters, Crepir Hours, anp SizE oF REQUIRED 
Twerary PRactIca 





Credit No. 
Semesters Hours Students 





Mean 2.7 6.5 8.9 
6 7 


Median 2 
Range 1-6 0-18 1-25 





practicum totalling to six hours of graduate credit. One heartening aspect of these 
data is the rather small size of the typical therapy practicum group, with the con- 
sequent implication of relatively close supervision. In 30 instances therapy practi- 
cum supervision is provided exclusively by psychologists, in one case by psychia- 
trists only, and in the remaining nine by both groups. 

Thirty-three respondents were able to estimate the percent of undergraduates 
seen by graduate students in their therapy practicum courses. In tweive schools no 
undergraduates whatsoever are seen by graduate students through such courses, and 
in another nine institutions the figure is less than 25%. However there are 10 schools 
in which 75% or more of the people seen therapeutically by graduate students in 
their practica are undergraduates; in most of these instances the actual percent 
figure is close to 90. Thus for 31 of the 33 schools either the particular practicum is 
virtually exclusively devoted to work with undergraduates, or else its constituents 
are likely to have only infrequent opportunities to work with undergraduates. 


OVERVIEW AND SUMMARY 

A striking and encouraging finding of the present survey is that all 50 responding 
universities housing APA approved Ph.D. training programs in clinical psychology 
provide counseling and psychotherapy service for undergraduates with personal, 
social, and emotional problems. This datum implies a recognition of the intimate re- 
lation between the emotional well-being of the student and his ability to profit max- 
imally from his educational experience. We may hope that parallel progress will 
soon be identifiable in the area of preventive work, as part of a more comprehensive 
program of mental health within the university. 

Our survey suggests that psychologists (doctoral and sub-doctoral) as well as 
graduate student trainees are exercising an active role in therapy in student mental 
health programs. Our ability to plan more adequate programs will be enhanced by 
the accretion of comparable information from other mental health related disciplines. 
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There are many different patterns of student health programs at the various 
universities. Part of this is attributable to vicissitudes of size, geography and tradi- 
tion. It is doubtful that there can be any single “‘best’’ pattern of therapeutic facil- 
ities which overrides these factors. Nonetheless, one wonders about the relative in- 
frequency of the so-called “integrated” structure. It is not clear from the present 
survey to what extent ‘‘separate” (psychological and psychiatric) facilities are non- 
overlapping in function. In principle, at least for the relatively smaller universities, 
the integrated type of facility may be a parsimonious one which could potentially 
reduce administrative waste resulting from overlap of function, as well as facilitate 
referrals for potential counselees themselves and for referring personnel. 

In the main, psychotherapeutic services provided for undergraduates by psycho- 
logists are on a short-range basis, and are without charge. At some institutions grad- 
uate trainees are actively involved in therapeutic work with undergraduates, while 
at other schools such work is done virtually exclusively by staff members. Inherent 
in each of these facts are issues warranting more careful consideration. Illustratively, 
to what extent should universities consider the desirability of longer term treatment 
facilities? What is the potential role of fee and /or insurance programs, with respect 
to the extension of therapeutic service to a larger proportion of students who might 
be expected to profit from such help? 

By and large the present data appear to reflect an active and growing role for 
psychology in university mental health work. Doubtless, the potential for expan- 
sion of activities in this field is considerable. 
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AN EXPERIMENTAL ANALOGUE OF THREE 
PSYCHOTHERAPEUTIC APPROACHES! 


M. DINOFF, H. C. RICKARD, H. SALZBERG, AND C. N, SIPPRELLE 
University of Tennessee 


INTRODUCTION 

It is possible that the results which different therapists produce in therapy are 
determined by the individual therapist’s theoretical bias and that his own emphasis 
will determine the nature of the data which will be obtained. To test this hypothesis, 
the authors of this paper attempted to set up models of therapeutic situations in 
which analogues to several different therapeutic approaches might be examined. 
For example, if the patient and therapist concentrate on the environment, the nature 
of the environment, the forces at work in the environment, and other general en- 
vironmental factors, it can be seen that that particular therapeutic approach is quite 
similar to the approach classically practiced by the social or guidance worker. On 
the other hand, if the emphasis is on “‘self” of the patient and the therapy is con- 
cerned with the patient’s ‘feelings’’, ‘“defenses” and various behaviors, this is rough- 
ly a replication of non-directive, supportive, or typical defense building types of 
therapy. If the emphasis in the interviews is on the relationship between the patient 
and the therapist, this can be quite similar to the analytic or “extinction type” 


1The authors would like to thank Drs. W. L. Jenkins and E. E. Cureton for statistical advice, and 
Messrs. Z. Mayberger, D. R. Bidus and R. F. Horner for serving as judges. 
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therapy in which the therapist is working within the frame work of a transference 
relationship. Utilizing these differences in emphasis it was decided that simple 
eliciting and reinforcing of responses in those three areas might focus the therapy in 
those three areas and hence to offer data indicating that this is the way patients deal 
with their problems. Krasner“: *) gives a technique for selective eliciting and re- 
inforcing, and provides an excellent review of the literature. Using Krasner’s tech- 
nique the hypothesis to be tested is that simple eliciting and reinforcing of responses 
in the areas of discussion of environment, the self, or the therapist, will bring signifi- 
cant changes in the individuals’ verbal behavior in that they will make relatively 
more responses in the elicited and reinforced category. 


PROCEDURE 


The subjects for this experiment were three students from an introductory 
course in psychology who volunteered with only the knowledge that they were to 
participate in an experiment. The experimenters were advanced graduate students 
in an adult psychotherapy course. One of the subjects was assigned to each of the 
experimenters. After a brief initial period during which rapport and reward value of 
the experimenter was assumed to be established, the following directions were read. 

“This is a study on how people tell stories by using their imagination. You will be asked to 
tell eight, ten minute stories including as characters, you, and I, and two other people whom you 
may select as your subjects. The examiner will be seated behind you to avoid distraction and 
your stories will be recorded by a tape recorder. Please begin each story when requested to start 
and continue until time is called at the end of ten minutes. You may make the stories as fanciful 
as you wish and utilize any plot or setting, such as a party, football game, trip, date or any other 
— Remember to include at least you, and I, and two other people as characters. Ready. 

gin. 
A yan rest period was interspersed between all of the stories which were tape 
recorded. 

The experimenters were randomly assigned one of the following categories to 
reinforce: references by the subject to the environment, references by the subject to 
the experimenter, or references by the subject to himself. The three subjects were 
randomly assigned, one to each experimenter. Reinforcement was operationally 
defined as any form of verbalization such as remarks, reflections or questions on the 
part of the experimenter designed to strengthen the particular category he wished 
this subject to emit. However, the subjects were not told the purpose of the experi- 
ment, nor were they instructed directly to emphasize one particular category of 
response. The experimenter was seated out of sight behind the subject to eliminate 
cues other than his verbalizations. The experimenters remained silent while the 
subjects told stories one and two. The first two ten minute stories were considered a 
measure of the subject’s pre-treatment or operant level of emitting the various 
categories. During the telling of the next four stories the experimenters elicited and 
reinforced their randomly assigned categories, 7.¢e., the subjects comments about the 
environment, himself, or the experimenter. The experimenters again refrained from 
reinforcing any class of response while the subject told stories seven and eight. This 
could be considered a post-treatment period. At the end of the experiment the sub- 
jects were questioned to discover the extent of their awareness of the experimenter’s 
influence upon them. 

The first two stories and the last two stories were recorded on a typescript. 
All typed stories were coded and presented to three untrained judges with the 
following instructions: 

“The stories you are to score include at least four characters. They are: The person telling 
the story, whom we shall designate as (P), the examiner or person listening whom we shall desig- 
nate as (T) and at least two other people whom we shall designate as (E). In addition, all ple 
other than (P) and (T) and all my, 1 in the environment and situations other than those indading 
(P) or (T) shall be designated as (E). 


We want you to score these ores, statement by statement to determine which numbered 


statements are about (P), (T) or (E). e following four scoring categories are to be used and the 
score checked on one of the mimeographed score sheets. 
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x (T) When a statement includes any reference to the examiner (or ant) eating him 
alone (T), or him in connection with the story teller (P, T), or (T, E) score 


2. (P) When a statement includes any reference to the (P) alone or to (P, E) score “‘P’’. 
3. When astatement does not include (P) or (T) score “E’’. 


4. When a statement includes (P, T and E) or when it is unclear as to just who it includes 
it is ambiguous and is to be scored ‘ yg 


The judges were three additional advanced graduate students in psychology who 


knew that the experiment involved verbal conditioning but were not aware of the 
specific rationale of the experiment. 


RESULTs AND DiscussIOn 


Each response for each of the three subjects was scored independently by three 
judges unfamiliar with the experimental design and rationale. Three judges agreed 
on 86.7 per cent of all responses, and at least two judges agreed on 98.6 per cent of all 
responses. No agreement resulted on only 0.4 per cent. It seems safe to conclude 
that a highly reliable scoring method has been used. 

Table 1 presents the data in terms of per cent of responses before and after 
experimental treatment for each S on his own reinforced response category. In other 
words the operant level and the extinction response rate is presented. For our pur- 


Taste 1. Per Cent or RemnrorceD RESPONSES BEFORE AND AFTER TREATMENT. BASED ON THE 
MEANS OF THE THREE JUDGES 








8-I Reinforced S-IT Reinforced 8-ITI Reinforced 
for Environment for Personal for Therapist 
Responses Responses Responses 


Number of % of E Number of % of P Number of % of T 
Responses Responses | Responses Responses | Responses Responses 





Before 


Reinforcement 288 21.9 308 13.5 275 0.4 
(Pre-Test) 


After 
Reinforcement 
(Post-Test) 











Xx? 27. 
4 <i 


05 95.49 17.8 
001 <.001 <.001 








poses we can best speak in terms of pretest level of responding and post-test level of 
responding. As is clearly seen, each S shows a large increase in response frequency 
in the predicted direction. It is interesting to note that the response frequency is 
actually highest for E responses, next highest for P responses and lowest for T re- 
sponses. On a “common sense” level this was predicted a priori. It is “easier” to 
talk about the impersonal environment (E responses), less easy to talk about one’s 
self (P responses) and most difficult to talk about someone one doesn’t know (T 
responses) and in that person’s presence. 

A fourfold contingency table used to test for association between experimental 
treatment and reinforced response category indicated highly significant changes in 
the predicted direction. On that basis, it is safe to conclude that reinforcement and 
eae in frequency of emitting reinforced response categories are significantly 
related. 

The above data suggest interesting hypotheses. It might be possible to evaluate 
the success the therapist is having in establishing a relationship with the patient 
by the speed the patient moves along the continuum of E, to P, to T responses. 
Further the success could also be measured by the frequency of a particular response 
emitted. The above may also indicate that in therapy E responses precede P re- 
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sponses which in turn precede T responses. This may account for why Rogers® 
consistently finds that as his patients make progress in therapy they begin to talk 
more about themselves (P) responses. Table 1 shows that P responses increased 
more than T responses which in turn increased more than E responses. This may be 
due to the fact that the greatest change was in areas where § had greatest room for 
change. 

An additional finding should be mentioned. Of the three subjects only one had 
any idea of the purpose of the experiment. S' and S* were completely unaware of the 
experimental treatment. S* could verbalize that E was trying to influence her and on 


further questioning it was elicited that she believed the examiner was trying to get 
her to talk about the examiner, 


SuMMARY AND CoNCLUSIONS 
An experimental design was developed in which categories of verbal behavior, 
comparable to three therapeutic approaches, could be observed, reinforced, and 
measured to determine the effects of the reinforcement. The initial purpose was to 
demonstrate the possibility that varying theoretical positions may direct the verbal- 


izations of their subjects into areas in keeping with their own theoretical biases. 
Results of the study were: 


1. Frequency of responding was significantly increased as predicted in the 
response categories of Environment, Patient and Therapist. 

2. The categories of response concerned primarily with the environment, the 
subject, and the examiner can be rated reliably and offer a potential tool for 
further research in the area of psychotherapy. 

3. The authors feel that the most important contribution of this paper is that 


an objective way has been developed to score therapeutic verbal responses. 
It seems to be essentially content-free.: 
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TUTORIAL COUNSELING WITH MENTAL DEFECTIVES! 


FREDERICK C. THORNE 
Brandon, Vermont 


RATIONALE 


Therapeutic and rehabilitational procedures with mental defectives may have 
different objectives from the goals sought with normal or superior persons. Whereas 
an important educational objective with the normal or superior child is to teach him - 
to think for himself independently and creatively, with the mental defective a more 
tenable goal may be to teach him to think what a normal person would do in specific 
situations. The functional intelligence of the mentally deficient may be greatly improved 
if they can be taught to act in any given situation as a more intelligent person would do. 
The deficiencies in logical reasoning so typically displayed by the mentally deficient 
can be compensated for to great degree by a system of tutorial education and counsel- 
ing designed to provide standard solutions of problem situations learned by rote 
memory. 


‘This paper is expanded from remarks made at the 1958 bay School (Vineland, N. J.) Confer- 
ence on Diagnosis in Mental Retardation and summarized in. The Training School Bulletin, 1958, 55, 
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Clinical experience indicates that many children with moron or borderline 
intelligence become completely frustrated by modern educational methods which 
attempt to stimulate original thinking by training in inductive and deductive reason- 
ing. Unable to “think it out for himself’’, the mental defective becomes thwarted, 
frustrated, hostile or demoralized, and soon ceases to make any effort to learn. Asa 
result, he soon becomes socially isolated and rejected by both teachers and other 
students. Unable to change her method for one pupil or to give the time necessary 
for intensive drilling, the teacher also becomes frustrated and threatened to the point 
where her main objective is to get the child out of her class. The only solution of this 
educational impasse may be to provide special tutorial education and counseling 
designed to provide a subject matter which the mental] defective can learn. 


TECHNIQUE 


In lecturing to students on methods of counseling and training with mental 
defectives, we often have used the analogy that educating the defective is much like 
photography on a dull day—the subject must be exposed longer to the material to be 
learned. The same principles of learning apply to mental defectives as to normals 
with the exceptions that much more attention must be given to creating conditions 
conducive to learning and then to provide much longer practice periods than are 
ordinarily provided. 

1. Suitable conditions for learning. In our experience, mental defectives may require a much 
more friendly, accepting, tolerant and supportive learning situation than do normal children. 
Mentally defective children usually have experienced much larger amounts of failure and defeat 
than more competent children, and therefore are typically more demoralized and inhibited by 
fear or anger at the start of learning. For these reasons, the mentally deficient typically react 
adversely to competitiveness, eT giving up immediately because they are unwilling to 
risk another failure. Therefore, the teacher or counselor should provide yey support in the 
form of personal attention, affection, and appreciation for effort even though the ped of learning 
may be poor. 

2. Use of Rewards. In intelligence testing, the testee is meaty praised and encouraged 
to continue even though making errors in order to achieve the highest levels of accomplishment. 
This lesson is often forgotten in education where subtle punishments in the form of marking 
systems, grades, failure to promote and other discriminatory practices are common. Similar de- 
terrents may occur in therapy as when clinics refuse to accept the defective for therapy, they are 
referred to institutions where there is less hope, or where they are assigned to less competent pro- 
fessional personnel or students. In work with mental defectives, rewards and praise should be 
dispensed profusely, whether earned or not in terms of normal standards, on the assumption that 
anything gained is that much to the good. 

3. Practice periods. Depending on the level of retardation, practice periods must be length- 
ened to whatever point necessary to permit rote learning. It may require two or three times as 
long in traini g periods, but if the moron acquires the equivalent of an eight grade education by, 
say, age 25, L 2 becomes reasonably adequate to work in many occupations and get along in the 
community. 

4. Individual prescriptions. Each mental defective may require a specially planned course 
of education and counseling, standardized as to general objectives, but individualized in the rate 
and method of training. Thus it is important for the defective to learn to tell time, count money, 
handle commonly used appliances, and what to do in basic social situations. is is best ac- 
complished by meeting situations as they are encountered, and with special emphasis on what the 
particular child is having difficulty with. 

5. Tutorial methods. Tutoring implies individualized training, specifically tailored to each 
child’s needs. It usually requires that each child is dealt with singly, noncompetitively, gently, 
acceptingly and patiently, with sufficient time assigned to achieve limited objectives. 

6. The principle of overlearning. Because mental defectives forget so quickly, large amounts 
of overlearning may be required to insure retention. Here again, the greatest patience is n 
if the child is not to be discouraged and demoralized. 1t may be necessary to repeat the same 
teaching or counseling 6000 times, i.e., one or more times daily for 20 years. 

7. Directive methods. While nondirective methods may be used to secure limited objectives 
and as long as they are effective, the teacher-counselor should not hesitate to be directive and 
authoritative in outlining programs and securing objectives. Many mental defectives are con- 
fused by nondirective techniques which may place too much dependence on their inadequate 
resources but are reassured by positive directiveness and being told 9 what to do. 


8. Communication. Effective tutorial ey se depend upon the ability to talk in 


basic English on the mental level of the defective. e counselor will benefit from spending 
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several years in an institution for defectives learning to communicate on their level. The problem 
is largely solved when communication is established, 

9. Organismic learning. Many mental defectives are able to learn organismically, utilizing 
all their faculties, by doing a task, i.e. by directly acting it out in imitation of another person, 
whereas they may not be able to cemnpiliendl the task if it is presented purely on verbal levels. 
We need to discover more ways to let them “‘see’”’ how to do it. 


Curmicat Excerpts 
Case 1. George B., age 13, S-B IQ 55, familial defective with epilepsy. The therapist re- 
ceived an emergency call to come to the dormitory dayroom where George was having a terrific 
temper tantrum, having acquired a kitchen knife with which he was holding employees at bay 
while chaution imprecations, stabbing at the walls, breaking windows and upsetting furniture. 
The therapist came into the room and quietly sat down just inside the door, and paying no 
overt attention to George. At first, George continued swearing that nobody would catch him, 
that he would kill anybody who tried, etc. After about 20 minutes with no one else in the room, 
George became quieter and the following counseling session took place. 
Co: Something must be bothering you, eh, George? 
Cl: G-- D---it,G-- D---it,G-- D--- it. 
Co: Is something bothering you? 
Cl: Yes,G-- D---it. It’s that G-- D--- Mrs, X (dormitory matron). I hate her. 
Co: ‘Tell me about it, was she unfair to you? i 
Cl: She is against me, I can tell it. She said I stole something and was going to keep me 
home from the movies. I hate her. She always blames me. I can tell she doesn’t like 
me. Johnny is her favorite. He can do something and she let’s him get awpy with it. 
Me...I doit and she punishes me. 
Now, let’s go back and you tell me just what re. I always like to get both sides. 
You tell me just what happened and who was unfair to you. 
It’s that G-- D Johnny. He told Mrs. X that I stole some stamps from that 
box in the store room. I didn’t steal no stamps. I don’t know who did. Johnny is 
lying if he says I took them. But she won’t listen to me. I just can’t stand it. 
Johnny said something that wasn’t true about you? 
Yes, he did. He always is saying things against me. 
Like what for example? i 
He calls me a son of ab----andab 
What ree you do if somebody says something that’s not true about you or calls you 
’ @ name 
Call him a name right back. Nobody can call me ab and get away with it. 
: Well, there might be another way to handle it. What do you think I would do if some- 
body called me such a name? 
Cl: Call him a name right back. Or give him a poke in the puss. 
Co: No, I would just Pare. If he was bigger, I would say: ‘“‘Why don’t you pick on some- 
body your own size.”’ If he was smaller, I would just laugh and ignore him. 
Cl: Why don’t you stand up for yourself? 


Co: Why do you think people call each other names? 
Cl: I don’t know. 


Co: Usually, to get your goat. He wants to see you get mad and get into trouble. If he 

ts your goat and you get mad, he was won. On the other hand, if you just laugh or ignore 

im, then you have shown yourself to be the bigger person Coming back to now, 

what is the best thing to do to get this straightened up, I mean how to get back in good 
with Mrs, X. 


Cl: She better not punish me, I’ll run away. 


Co: No need for anybody to run away. Let’s us have a talk with Mrs. X and see if we can 
get this straightened out. 


George was not punished for his outburst. It was explained to the other boys that he had 
been mistaken in thinking that anybody was against him and that if a misunderstanding de- 
veloped, there was always a way to straighten it out. Mrs. X was reassured that it was safe to 
have George in her dormitory and that he probably wouldn’t create such a disturbance again. 


Case 2. Mary, age 31, IQ 63, familial. After more than 20 years institutional training, 
Mary was placed out in a private family as a domestic. She became very emotionally unstable, 
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ran away several times, and was returned to the institution by her employer who believed she was 
potentially dangerous. On her return, she looked much different than when she had left for the 
job, being dishevelled, surly, distraught and demoralized. 

Co: Well, Mary, I’m sorry to see you back here, but I’m glad to see you personally. 

Cl: Uh, huh. 

Co: I expect you feel pretty discouraged at being back here. 

Cl: Uh, huh. 

Co: Well, let’s not take your coming back as a life or death matter. Everybody is entitled 

to a few mistakes and many fresh starts. 

Cl: Uh, huh. 

Co: Tell me, what was the matter between you and Mrs, H? 

Cl: I dunno. 


Co: Let’s go over it right from the day you went there. How did you like it? 

Cl: All right, I guess, at first. 

Co: What happened then to sour things? 

Cl: She told me too many things. 

Co: Like what, for instance? 

Cl: She would tell me to wash the dishes, and sweep the floor, and then do something else, 
and then something else until I couldn’t get head or tail of it. 

Co: You mean you couldn’t remember all she told you. 

Cl: Uh, huh? 

Co: And then what happened? 

Cl: She got mad and balled me out. Said 1 was no good, more trouble than I was worth. 

Co: And then? 


Ci: I guess I got mad. I told her off and threw the cloth down the toilet. It got stopped up 
and she hed te have the plumber and then she really got mad. Said she would take it out 
of my money. Said it was all my fault. 

Co: So you felt so bad you ran away? 

Cl: Uh, huh. 


Co: What’s the thing to do if she tells you too many things so you can’t remember? 
Cl: Don’t do all she tells me. 


Co: You might make a list or ask her to make a list. 


Mary was placed out in another work home, and this time the employer was cautioned to 
give her simple instructions, making certain that Mary understood everything, and instructed to 
talk things over frequently with the social worker before crises were built up by lack of under- 
standing. 

Case 3. Joan, age 29, 1Q 75, familial. Joan was a rather pretty young woman, looking more 
intelligent than she actually was. An excellent domestic worker, she was highly sought after and 
regarded as an excellent placement prospect. However, after seven months, her placement in a 
doctor’s home ended in scandal when she was discovered climbing out her window at a late hour 


for a tryst with the postman with whom she had been having an affair. Back at the institution, 
the following session took place. 


Co: Hi, Joan, it seems as though we have been having a lot of excitement, eh? 

Cl: I guess so. I’m sorry. Every time someone tries to help me it all seems to turn out 
wrong. 

Co: Well, first, I want to tell you that there isn’t going to be any punishment. No one is 
interested in placing the blame for anything. You are smart enough so there must have 
been some good reason why things didn’t work out. 

Cl: 1 don’t know where it started to go wrong. I honestly thought I could make a go of it 
onmyown. | 

Co: Well, just tell me right from the beginning how things went at the Jones’s. 


Cl: I liked it right from the beginning. It was a swell place. I had a room to myself and a 
radio. They didn’t work me too hard and were very nice. There was never any trouble 
about my work. 


Co: What hours did you have to work? 


Cl: Not too bad. Up at 7 o’clock. Most days I got my dishes and cleaning done by 10 or 
11. After lunch, I could rest a couple of hours before starting dinner about 5. At night 
I was always through by 7:30. 
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Then what did you do most nights? 

Nothing. Just sat in my room and listened to the radio. I couldn’t seem to meet any- 
body. They wanted me in by nine or ten. 

Was there anybody in the family to be friends with? 

: Oh, they treated me O.K. Mrs. Jones used to eat lunch in the kitchen with me but at 
night I ate alone after serving. There was no body else there. 

How about recreation, I mean did you have anywhere to go? 

: No. I went to the movies every time they changed the show. Once or twice I went with 
o- but mostly by myself alone. They didn’t go out much. Went to bed early every 
night. 

I guess it must have been pretty lonely. 
e oe I missed the girls at the colony and Dodie. There was always something to 
o there. 
How did you happen to meet the postman. I mean get a date with him. 
Oh, I used to see him every day. He was the only one who smiled at me. 
And then? 
One day he said his wife was away and he was lonely and would I go out with him? 
So it was natural being lonely to want to go out. How do you feel about it now? 
I suppose I’d do the same over again if I had the chance. 
He was the only one who ever got real friendly? 
Yes. 
Well, how are we going to handle this now. 
I don’t know. I suppose I will have to stay here at the school forever. 
No, I wouldn’t say that. It’s just that we will have to plan things out better next time’ 


mean we must make a plan for what you are going to do in your spare time. By the 
way, I suppose you felt you were in love with this man? 


Yes. He gave me a good time. 
Was he in love with you? 
He said he was. 


I wonder what he meant by that? I mean here he was married so he couldn’t marry you. 
He said he didn’t care for his wife and was going to leave her. 

Did he offer to marry you? 

Noooo. I think he would have though. 

You mean you hoped he would. 

Yea. 


You know, sex is like everything else. You have got to do it right or it spoils everything. 
I mean you can’t give yourself to a man unless he marries you or there will be this trouble 
again. The real test if a man loves you is if he will marry you. A lot of men will kiss you 
and give you a good time just to get you to sleep with them but then they let you down 
It doesn’t mean a man loves you if he says so and kisses you. The real test is if he will 
marry you. 
Cl: I thought it was real. 


Co: Well, let’s not worry over the past. The point is what are we going to do in the future. 
I have a lot of trust in you. If you can learn from this lesson that there are certain limits 
beyond which you can’t go, you will get along all right. 


Joan was given another home placement after the social worker had made more detailed 
plans for her leisure time. She was encouraged to discuss how things were going at week] 


inter- 
vals. This counseling involved detailed tutoring as to how to handle a young man who ensoral 
interested. She eventually married. 


Case 4. Annie, 53, S-B IQ 62, familial defective. As a small child had been considered 
unteachable because o! partial blindness resulting in inability to read. The multiple defect was 
considered to create an insuperable obstacle to education at that time. Social adaptibility con- 
sidered poor because of y awkward behavior and homely appearance. 


Annie was befriended by a dormitory matron who treated her like a daughter and spent many 
hours teaching her what to do in all situations. The matron repeatedly told Annie: “Think what 
I would do in that situation.” Over the years Annie gradually came to know what the matron 
would do in all situations, and many times displayed a level of functional intelligence much higher 
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than IQ would indicate. Annie gradually began to take over the duties as assistant to the matron 
and was eventually recognized by being placed on the institutional payroll. Although she re- 
tained many of the appearances and mannerisms of deficiency, she was nevertheless at least the 
equal of many normal employees. She could handle =—ay situation she had encountered before 
and learned to ask what to do when she became conf . In terms of social competency, she 
would be considered as self-supporting and adaptable to any ordinary social situation. She 
eventually saved several thousand dollars and became —_—- independent of the institution. 
This t was made possible by her emotional stability and her unusual ability to learn patiently 
from the matron who befriended her. 


In our experience, it is very important for the young mental defective to be 
trained to accept directive supervision because if the child ever learns to demand his 
own way there is typically an escape from discipline and the development of an un- 
controlled and uncontrollable ‘enfant terrible’. Such children learn to terrorize 
their environments by alternate tantrums and tears until they exhaust the patience 
of everyone. The following case was referred by the State Department of Vocational 
Rehabilitation to determine suitability for special training. 


Case 5. Ella, age 35, estimated IQ about 68, undifferentiated type. Ella is now a large 
overgrown woman with coarse hair and skin, protruding buck teeth, a long equine face with a 
pr ere ae expression, and with the general appearance and behavior of a grossly con- 
stitutionally inadequate person. She would be recognized as defective in any gathering. 

Her mother, 67, is a small gentle woman with fine features, emotional sensitivity, breed- 
ing and culture. She states that she has always wanted Ella “‘to be happy”’ because of her “‘un- 
fortunate condition”. Her mother has always let her have her own way it was “easiest’’. 
As a small child, Ella was allowed to choose what she wanted from the restaurant menu, and this 
often involved long disputes because Ella never wanted anything but the best. Ella has never had 
to do housework although she will condescend to dry the dishes occasionally. Ella just sits and 
listens to radio or TV, or gathers ip about the neighbors. She reads only comic books. Wants 
to drive a car but thus far her mother hasn’t permitted this. However, her mother recently bought 
her an outboard motor boat with powerful motor because Ella wanted one. Ella lost control of the 
motor and smashed the boat the second day. 

Observation of the interaction between Ella and her mother reveals the magnitude of the 
social problem. Ella had a tantrum before she would enter our office. She sat out on the couch, 
muttering threats to herself, and staring balefully at her mother. When it came time to come 
into the examination room, Ella wouldn’t budge. When her mother came in alone, Ella put her 
ear to the door to to hear what was being said about her. When she heard one or two of her 
instabilities being related, she burst into the office berating her mother loudly. The mother be- 
seeched her to quiet down and be a lady. Ella finally sat down but wouldn’t permit mother to 
leave the room. She contradicted or denied half the mother’s statements. Toward the examiner, 
Ella was belligerent and defensive. Ella said she would leave the office and nobody would stop 
her. She said she saw no reason to come and was angry at her mother for bringing her. 

Formal testing was impossible because of incooperation. Ella brushed aside “those silly 
things” after bursting into tears on being unable to solve an item. Instead, she started to gossip 
about her family, reeling off many dates and trivia. Her vocabulary is relatively good. 

Vocational rehabilitation was not recommended for Ella because of her emotional instability 
and personality reaction. Although educable in terms of adequate ability to become a domestic 
worker, she is not considered employable because of personality factors. 


Discussion 


Mental defectives are capable of learning high social skills including psycho- 
logical techniques which were formerly considered beyond their limited compre- 
hension. For example, in case 1, a low grade moron was counseled concerning the 
nature of ambivalence and how to deal with it. Over a period of months he learned 
to expect ambivalence from the environment, to tolerate it, and even how to cope 
with it actively. Untrained, most mental defectives have low frustration tolerance 
but with suitable counseling they can be taught how to cope with frustration, hostil- 
ity and aggression. In case 2, a moron with a low retention span and her employer 
were counseled concerning methods of compensating for poor retention span by 
simplifying overcomplicated instructions and by preparing lists of reminders. The 
failure of case 3 to adjust in the placement home could have been predicted in view 
of the lack of provision and planning for suitable friendships and recreational outlets 
for her leisure hours. In subsequent placements, she received much more detailed 
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counseling about romance and how to occupy her leisure. Case 4 illustrates how a 
person with a low actual IQ may develop functionally normal intelligence through 
long-term tutorial counseling. 

The mental defective should be regard d as a marginal person, incapable usually 
of adapting on his own resources alone, but capable of almost normal adjustment if 
his resources can be supplemented by. the higher intelligence of relatives, friends, 
teachers and counselors. The tutorial relationship is one of directiveness, recognition 
of self-inadequacies, acceptance of authority, and willingness to seek cooperative 
help from those who know more. There is nothing undemocratic, subservient or 
unduly dependent in the relationship of a person of higher intelligence systematically 
supplementing the inadequacies of a person of lower intelligence where the goals and 
end-results of such a relationship are constructive and healthy. Under such condi- 
tions, an otherwise defective and inadequate person may function almost normally 
and with healthy dignity. 


SUMMARY 
The rationale and technique of methods of tutorial education and counseling 
are outlined in this paper. The functional intelligence of mental defectives may be 
greatly improved if they can be taught to act in a given situation as would a more 
intelligent person. Special educational and rehabilitative techniques are necessary 
to accomplish these objectives. Illustrative cases are presented to demonstrate the 


relatively complicated behaviors which may be acquired by defectives with suitable 
tutorial counseling. 


DEVELOPMENT OF A SCALE TO MEASURE PROCESS CHANGES 
IN PSYCHOTHERAPY! 


ALAN M, WALKER? RICHARD A. RABLEN® CARL R. ROGERS 
Goddard College Worcester State Hospital University of Wisconsin 
INTRODUCTION 


This paper describes the application of a scale for the objective assessment of 
process or movement in psychotherapy and reports the degree of reliability and 
validity found in a preliminary investigation. Before proceeding to the study itself, 
some indication of the way in which it developed is necessary. The scale in its orig- 
inal form was proposed by Rogers“? after he had undertaken an extended study of 
recorded interviews for the purpose of discovering commonalities in the process of 
personality change. He proposed that clients who feel received in therapy tend to 
move away from a general fixity of functioning and rigidity of structure toward 
greater openness, fluidity, and changingness, along a continuum from stasis to pro- 
cess. As first presented, the scale was organized into several stages along the general 
continuum. Short interview excerpts and descriptive comments were provided to 
illustrate the salient characteristics of each stage. 

The present scale represents a refinement of the original scale based upon 
further analysis and study of additional therapy protocols. A number of separate 
elements or “strands” were isolated and identified within the more general frame- 
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work of the stage conception of process. The seven strands constituting the form of 
the scale used in this study are briefly described below and are presented schematic- 
ally in Table 1. Fuller descriptions of the characteristics of each strand at each level 
are available elsewhere“). The descriptions presented here follow closely those of 
Rogers’ “> paper to the 1958 APA conference on research, which also included a pre- 
liminary report on the present research. 


Eprtrortat Nors: Every editor has the duty to simplify presentations as much as possible, to 
hold to a minimum new theoretical constructs where older ones are still valid, and to relate new de- 
velopments to existing theory. In particular, we question the value in this article of the introduction 
of the concept of “strand” as opposed to the older concept of “factor”, and the resulting speculative 
concept of the “strands”’ converging to form a “stream’’. 

Historically, Adolf Meyers’ concept of the stream of life attempted to depict the viscissitudes of 
component processes in the ongoing process of mental status. It is desirable to attempt to visualize 
the genetic development of personality factors over the time dimension. The fact that a “factor’’ may 
make varying contributions to mental status over a period of time would seem not to necessitate the 
coining of the new concept of “strand’’. 

An alternative explanation is offered by modern integration theory. As a result of therapy re- 
sulting in more self-awareness and insight, it is assumed that behavior becomes “integrated’’ on higher 
levels which may be objectively identified. The discrete (separable and distinct) nature of the factors 
at the “‘fixity”’ end of the process actually may be an expression of lack of integration, inconsistency or 
conflict. In therapy the client becomes able to organize formerly discrete behaviors into unified in- 
tegrations. Simply the process of bringing together formerly discrete or unperceived factors in con- 
sciousness is an integrative process which raises the level of functional integration. 

The Law of Parsimony requires that every effort should be made to relate the factors measured 
by the author’s scale with known personality factors, and not to introduce speculative new concepts 
until the possibijity of identifying them with established factors is exhausted. 


Tape 1. A ScHematic PREsENTATION OF THE GENERAL Process Continuum (For SmMpPLicity, THE 
Satrent CHARACTERISTICS OF EacH STRAND ARE PRESENTED aT Low, Meptum, anp Hicu Ports 
ONLY ON me GENERAL Process Continuum. IN THE Stupy Propgr, Seven STaGEs WERE Dis- 
CRIMINATED. 





Strands Process Stages 


Low (I-IT) Medium (III-V) 


High (VI-VI1) 





Feelings and per- 
sonal meanings 


Unrecognized 
Unexpressed 


Increasing ownership 
Increasing expression 


Living in flow 
Fully experienced 





Experiencing - 


Remote from 
experiencing 
Unaware 


Decreasing remoteness 


Increasing awareness 


Lives in process 
of experiencin 
Uses as major referent 





Incongruence 


Unrecognized 


Increasing recognition 
Increasing direct ex- 
periencing 


Temporary only 





Communication 
of self 


Lacking 


Increasing self-com- 
munication 


Rich self-awareness com- 
municated when de- 
sired 





Construing of 
experience 


Rigid construc- 
tions 

Construction 
seen as fact 


Decreasing rigidity 


Increasing ition 
of own contribution 


Tentative constructions 


Meaning held loosely to 
be checked against 
experiencing 





Relationship 
to problems 


Unrecognized 


No desire to 
change 


Increasing responsibi- 
ity assumed 
Change often feared 


Problem not seen as ex- 
BR ove object oa et 
iving in some as ts) 

soobhen 





Manner of rela- 
ting 


Close relation- 
ships avoided 
as dangerous 


Decreasing danger 
felt 


Relates openly and freely 
on basle of immediate 


experiencing 
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STRANDS OF THE Process ConTINUUM 


The Relationship to Feelings and Personal Meanings. This strand refers to the relationship of 
the individual to the feelings and personal meanings which exist within himself. The phrase 
“feeling and personal meaning” refers to an emotionally tinged experience together with its 
significance to the individual. At the lower end of the continuum feelings and personal meanings 
are unrecognized by the individual and unexpressed, though feelings are perhaps exhibited. Near 
the midpoint of the scale they are expressed as owned feelings in the present. At the pec end of 
the continuum, living in the process of experiencing a continually changing flow of feelings be- 
comes characteristic of the individual. 


The Manner of Experiencing. Experiencing is regarded as the directly given, felt datum which 
is implicitly meaningful“). It refers to the individual’s sense of having experience, which is given 
in the phenomenal field of every person. When the individual asks himself, “What kind of an 
experiencing is this?” there rayt Fen an implicit answer even though no explicit answer has as 
yet been conceptualized. The manner of experiencing refers to the extent to which the individual 
finds himself in this subjective experiencing or very remote from it. At one end of the scale the 
individual may be quite unaware of the process of experiencing which he is undergoing and keeps 
himself distant from its implicit meanings. Gradually the individual moves toward a greater 
awareness of his inner experiencing. Finally, he becomes able to live freely and acceptantly in a 
fluid process of experiencing, using it comfortably as the major referent for his behavior. 


The Degree of Incongruence. Incongruence has been defined“) as the discrepancy which 
exists between what the individual is now experiencing and the representation of this in his 
awareness or in his communication. Such discrepancy cannot be directly known to the individual 
himself but may be observed. Its opposite is a congruence between the experiencing of the in- 
dividual and the symbolization or conceptualization of this in his awareness. The continuum runs 
from a maximum of incongruence which is quite unknown to the individual, through stages where 
there is an increasingly sharp recognition of the contradictions and discrepancies existing within 
himself, to the experiencing of incongruence in the immediate present in a way which dissolves it. 
At the upper end of the continuum there would never be more than temporary incongruence 
between experiencing and awareness since the individual would not need to defend himself 
against the threatening aspects of his experience. 

The Communication of Self. This continuum deals with the extent to which and the manner 
in which the individual is able and willing to communicate himself in a receptive climate. The 
continuum runs from a complete unwillingness to communicate self to a s where the self 
involves a rich and changing awareness of internal experiencing which is readily communicated 
when the individual desires to do so. 

The Manner in which Experience is Construed. This and the two following strands are not as 
sharply differentiated as the four preceding. Nevertheless, their end points and some of their 
mid points are recognizable. Experience at one end of the continuum is construed rigidly. These 
constructions are unrecognized as creations of the individual but are thought of as fixed facts. 
At the other end of the continuum experience is never given more than a tentative meaning or 
construction. This meaning is always held loosely to be checked and rechecked against further 
experiencing. 

The Relationship to Problems. This is a strand which endeavors to describe the individual’s 
changing relationship to the problem elements of himself. At one end of the scale, the problems 
are unrecognized aa there is no desire to change. Gradually there is increasing recognition that 
the individual has contributed to these problems. At the upper end there is a —s or experienc- 
ing of some aspect of the problem. The individual is responsibly in it subjectively rather than 
seeing it as a kind of external object. 

The Manner of Relating. At one end of the continuum, the individual avoids close relation- 
— which are perceived as being dangerous. At the other end of the continuum, he lives openly 
and freely in relation to the therapist and to others, guiding his behavior in the relationship on 
the basis of his immediate experiencing. 


METHOD 


Six completely transcribed cases from the University of Chicago Counseling 
Center provided the source of materials for the initial application of the process 
scale. It was assumed in all cases that the therapist fulfilled, to an adequate degree, 
the set of conditions thought ® to be optimal for facilitating the process of change. 
These cases were mostly brief ones for which research data on outcomes were avail- 
able. They were chosen to represent a considerable range of outcome, with three 
representing marked progress and three minimal progress. The cases and the order 
in which they were ranked by the third author as to progress in therapy, using all 
the available evidence, are shown in Table 2. 
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TaB.eE 2. RANKING OF PrRoGREss IN THERAPY OF CASES INCLUDED IN THE Stupy oF PRocgss 








Total number Sample 
Rank Code of interviews Interviews Explanation of ranking 





1 Vib 9 2,3, 7,8 Rated first in 1949 study) on 
objective evidence 


Oak 48 2, 3, 46, 47 Showed marked objective 
progress in 1954 study. 








Sar 1, 2, 3, 4 Showed dramatic improvement 

e in four interviews. Judged as 
a very successful brief case by 
observers. 





Showed objective progress in 
therapy, but decrement dur- 
ing followup period in 1954 
study), 


2, 3, 5, 6 Ranked 7.5 out of 10 in pro- 
gress in 1949 study ®. 








1, 2, 2,3 Ranked 9 out of 10 in progress 
in 1949 study ®). 

















Sets of four single pages of interview material were chosen systematically from 
each of the six transcribed cases and recopied without identifying information. The 
method of sampling provided two pages of material from early interviews and two 
pages of material from late interviews for each case. Typically, the interviews chosen 
for the early sets were the second and third and for the late sets, the two immediately 
preceding the last interview. Thus there were in all 24 pages of interview material, 
each identified only by a code number. The pages were placed in random order for 
presentation to the judges. 

Two judges, who differed in theoretical orientation and amount of experience in 
clinical psychology, worked together for a number of hours training themselves on 
interview material from other cases in order to learn to make the discriminations 
called for in the scale. After this training, the judges turned to the data of this 
study, considering each page as a unit for their purpose. At all times, the judges 
attempted to assume a “listening attitude” toward the data, trying to understand 
the significance of the client’s remarks for him rather than to evaluate his comments 
diagnostically. 

Several sortings of the data were made following a pre-planned order designed 
to avoid contamination or confounding within the sequence of discriminations. Since 
it was possible that time cues might appear in the materials and provide a basis for 
judging the relative position in therapy of some protocols, the material was sorted 
for objective evidence of chronology in therapy. Only one segment was positively 
identified as to time by the two judges. It was therefore concluded that there were 
no time cues operating in the sample of interviews which would bias the raters’ 
judgment of the stage of therapy. 

The most difficult discrimination attempted was to assign an absolute global 
stage rating to each of the twenty-four unidentified segments using the seven-stage 
scale of process. For this purpose, the judges introduced decimals between stages for 
greater precision, resulting essentially in a seventy-point scale. The segments were 
also independently rank ordered as to process, and as a third task were independently 
divided into equal groups of eight segments judged to be high, medium, and low on 
the process continuum. 
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RESULTS 


Reliability. On the seventy-point scale, the two judges’ independent ratings of 
the twenty-four segments correlated (Pearson r) .83, significant at the .01 level. On 
the rank ordering of the segments, a correlation (rho) of .84 was obtained, significant 
at the .01 level. When judgments as to the eight high, eight medium, and eight low 
segments were compared, there was 75% exact agreement, 25% one-step disagree- 
ment, and 0% two-step disagreement. 


Validity. The six cases had been ranked on external criteria as noted above. 
These rankings were not disclosed to the judges until they had completed their 
work. An index of change for each case was derived from each rater’s judgments by 
adding ‘ogether the process ratings for the two late interviews of each case and sub- 
tracting irom this value the sum of ratings for the two early interviews. Using this 
index, it was found that the two judges had given identical rankings to the six cases, 
the order being (1) Vib, (2) Sar, (8) Oak, (4) Bebb, (5) Sketch, (6) Sim. Comparing 
this order or ranking to that obtained using the external criteria data (Table 2) 
yielded a rho of .89, significant at the .02 level. 

Another way of considering the validity of the ratings is to compare the change 
on the process scale of the three cases selected as representing marked progress with 
the change in the three cases selected as representing minimal progress. For the 
marked progress group the mean changes (based on a process change index derived 
from pooling the ratings of both judges) were 2.3, 2.0, and 1.5. The overall mean 
change for the group was 1.93. In the minimal progress group, the changes were 1.2, 
0.3, and —0.6. The overall mean for this group was 0.30. It will be noted that there 
is no overlap between the two groups. 


DIscussION 


It seems apparent that satisfactory interjudge reliability can be obtained in 
using the process scale in its present form, and that ratings derived from it bear a 
meaningful relationship to other measures of successful change in therapy. These 
results were found despite the use of quite small samples of transcribed material, 
implying that higher reliability should be obtained with increased sampling and 
perhaps use of auditory cues as well as verbal ones. 


Relationship between Continuum and Strands of Process. In our experience with the 
strand approach to a continuum of process change, it has seemed to us: that the 
usual model of discrete and parallel continua which can be summed or averaged to 
obtain an overall stage rating does not fit our data. Rather, the strands seem more 
separable and distinct at the fixity end of the process continuum, where they can be 
more independently evaluated and rated. Whether the individual is exhibiting a 
rigid personal construct, or expressing himself on non-self topics, or describing feel- 
ings in a way which shows no direct ownership of them, these are rather clearly dis- 
criminable elements. But in the later stages of the process, the individual may be 
experiencing feelings with immediacy—knowing them and experiencing them being 
synonymous. These feelings are his expression of himself at the moment. They may 
represent an immediately experienced change in a personal construct. Here all the 
previously identifiable strands are fused into one moment, and to separate them is 
artificial. It therefore appears that the most adequate diagrammatic model is one of 
converging lines, separable at first, but becoming less and less clearly distinguishable. 
Rogers? has suggested the analogy of a stream, originating in separate frozen 
rivulets, which under the impact of psychological warmth, gradually begin to trickle. 
The beginning flow may be frozen or dammed at some further point. If the psycho- 
logical climate continues to be favorable then these individual rivulets increasingly 
flow into one another. At the optimal point of flow, they form a unified stream of 
change in which the contribution of the separate tributaries can no longer be accur- 
ately distinguished, although all are present. Evaluation of the adequacy of such an 
assumed model must await further pattern analysis of the strands. 
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Implications for Change. <A prediction is implicit in the development of this con- 
ception of the process of personality change. It hints at the possibility that a brief 
sample of an individual’s expressive behavior, taken in a situation in which he feels 
fully received, can be analyzed to yield knowledge of where he stands on the con- 
tinuum of personality development and flow; and that this analysis may be possible 
without knowledge of the individual’s genetic history, social and personal back- 
ground, personality type, psychological diagnosis, or length of time in therapy. If 
this implicit prediction is even partly fulfilled, it means that the interaction process 
in therapy is moving into the realm of objective research. 

When a reliable operational meaning can be given to this theory of the process 
of therapy, it will be feasible to test a variety of hypotheses as to the quality and 
nature of personality change as it occurs in psychotherapy. For example, with an 
adequate scale of process in therapy, more precise answers than before should be 
found to such questions as where an individual starts in therapy, how far he pro- 
gresses, and the amount of difficulty involved in moving from different stages. It 
may be necessary to reach certain stages in process for lasting change to occur. If the 
latter is true, it may help explain the puzzle of apparent progress in therapy which is 
not evident in a later follow-up. 

When we turn to implications for the more general area of personality develop- 
ment and for all helping relationships“: * the process concept suggests several lines 
of thought. If personality development proceeds in the direction of full experiencing 
and living in an integrated flow of implicit meaning, then the fully functioning person 
is one who is a stream of process himself, who has become the process of experiencing 
through which his development has been moving. The difference between this con- 
cept and the more usual one of movement toward a new fixity is great and its mean- 
ing needs to be explored. The potential applications of the process concept to all 
helping relationships—not only therapy but teacher-student relationships, parent- 
child relationships, industrial consultation, and community development—deserve 
consideration as well. 


SUMMARY 


A conception of process change in psychotherapy has been elaborated into an 
overall scale manifest in various partially separable elements or strands of process. 
The general direction of change is conceived to be from stasis and fixity to changing- 
ness and flow in such areas as one’s relations to feelings and personal meanings, his 
manner of experiencing, degree of incongruence, communication of self, construing of 
experience, relationship to problems, and manner of relating to others. The strands 
are thought to be more distinct at the fixity end of the continuum and more unitary 
at the flow end. 

The scale was applied to twenty-four unidentified samples, selected without bias 
from early and late interviews of six cases, judged to vary in amount of change by 
external criteria. Two judges, working independently, achieved a high degree of 
reliability in all comparisons. Two different methods of estimating process change 
from application of the scale showed high agreement with estimates of progress in 
therapy as derived from objective evidence and counselor ratings. 

These results are interpreted to imply that a significant dimension of person- 
ality change is being tapped and that further development of the process concept and 
scale promises to have important implications for our knowledge of therapy, person- 
ality change, and perhaps social change as well. 
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PREDICTION OF RESPONSE TO TRIAL VISIT IN A 
NEUROPSYCHIATRIC POPULATION! 2 


VLADIMIR PISHKIN AND F. J. BRADSHAW, JR. 
Veterans Administration Hospital 
Tomah, Wisconsin 


INTRODUCTION 

There is a definite need for a more reliable prediction of response to trial visit 
(TV) in a neuropsychiatric (NP) population. The immediate aim of this study was 
twofold: First, isolation of significant TV variables, and second, development of a 
predictive index of TV response based on demographic factors. This index was de- 
vised by employing the method of Moran, ef al®). 1t was hypothesized that hospital 
readmission is influenced by prolonged institutionalization and development of 
chronicaiiy inappropriate behavior patterns. 


METHOD 


Review of the literature on prognosis and social adjustment revealed very little 
factual information relevant to TV. Therefore, a number of variables which were 
assumed to have face validity of TV success were selected for analysis. These were as 
follows: Age at TV, marital status, education, VA status, legal status, guardianship, 
diagnosis, duration of current TV, placement, population of town for TV placement, 
area of TV coverage, treatment service, number of passes, number of LOAs, number 
of prior TVs for three years, duration of illness, number of prior hospitalizations, 
duration of current hospitalization, pre-TV planning with patient, pre-TV planning 
with family, type of follow-up agency, number of reports during TV, attitude of 
parents, attitude of family, attitude of relatives, attitude of community, situational 
problems, impairment on admission, condition on release, impairment at end of TV, 
PM&RS evaluation, degree of change during TV, complexity of PM&RS activity, 
supervision required of PM&RS, attitude toward Special Services activity, com- 
plexity of Special Services activity, supervision required of Special Services, number 
of insulin series, number of EST series, maintenance of EST, ataractics administered 


1This investigation does not necessarily reflect the official views of the Veterans Administration. 
*The authors wish to express their gratitude to the administration of VA Hospital, Tomah, Wis- 
consin, for support granted throughout this project. In particular, acknowledgement is made to the 
H pe 
following hospital services ot in collection of the data: Social Service, Physical Medicine 
and Rehabilitation Service, Psychology Service, and Special Services. 
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in the hospital, lobotomy, pre-hospital social adjustment, pre-hospital occupational 
level, individual psychotherapy, group psychotherapy, type of activity on TV, 
and degree of change during TV. 

The data on these variables were extracted from clinical folders, Physical Medi- 
cine and Rehabilitation Service, Social Service field evaluations, and Special Services 
records of male NP patients in a 1176 bed, VA hospital. This sample consisted of 403 

- patients who were placed on TV between the period of January 1, 1954, and July 1, 
1956. The subjects were divided into ‘‘success” and ‘failure’ groups on the basis of 
TV adjustment. The adjustment variable was originally classified into four cate- 
gories: (1) return to hospital within one year, (2) marginal, (3) fair, and (4) good. 
Social Service field ratings were calculated for each of the adjustment categories. The 
second, third, and fourth categories of this item did not lend themselves to statistical 
treatment due to low frequency distributions. The three samples, therefore, were 
pooled into one ‘‘success’”’ group (N = 264), and the “return to the hospital” group 
(N = 139) was termed the “failure’’ group. The duration of TV item revealed a 
trend to success response which was characterized by an abrupt decrease of failure 
cases beyond one year of TV. This finding demonstrated that this method of 
dichotomizing into success and failure responses was statistically sound due to high 
probability value (p < .001). The total sample was divided into success and failure 
groups on the basis of these criteria. The matrix of 48 items was analyzed for strength 
of relationships to the success-failure response dichotomy by chi square, treating 
success response as the dependent variable. Only chi square values with probabilities 
of less than .05 were accepted as statistically significant. 


RESULTS AND DiscUssION 

Analysis of the data indicated that of the 48 items only the following 8 sig- 
nificantly differentiated success and failure groups beyond the .05 level of confidence: 
Age, placement, treatment service, area of coverage, number of prior TVs, duration 
of current hospitalization, PM&RS evaluation, and group psychotherapy. Final 
interpretation of the results is based on the assumption that the various patient 
samples were homogeneous with respect to multiplicity of factors influencing suc- 
cessful TV. Although this assumption could not be tested, the validity of results 
rests on its correctness. 

In order to disperse and accentuate the direction of individual probabilities 
based on the eight significant variables, the log quantities were ascertained for each 
of the probability values and multiplied by a constant (— 10) to preclude manipula- 
tion of negative index scores. The following equation represents a Seaiikenie 
transformation of each patient’s TV response quotient (Qrv): 


Qrv = = log p (—10) 


where Qry is a predictive index based on the total score on the significant variables, 
and p is the probability of success response for each significant item. It was apparent 
that the significant variables could not be treated as independent. The interrelation- 
ships between them were determined by a series of phi-coefficients. The eight sig- 
nificant items were included, with the exception of area of coverage since it did not 
meet the assumptions of phi-coefficient (Table 1). This matrix was used to gain 
further understanding of factors underlying the determiners of success response with 
the profile cluster analysis technique“. 

The age item indicated that the younger population was significantly more 
successful than the older. Placement variable also revealed that probability of 
success was significantly related to type of placement. Probabilities of success de- 
creased progressively from wife, parent or relative, to institutional placement. Re- 
leasing treatment services showed a significant increase of success from the Geriatric, 
Continuous Treatment, GM&S, to Acute Intensive Treatment Service. Other var- 
iables found to be significant were PM&RS activity evaluation and area of (Social 
Service) coverage. Successful TV was found to be a significantly decreasing function 
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Taste 1. Marrrx or Put-Corrricrents REPRESENTING INTERCORRELATIONS BETWEEN 
SIGNIFICANT VARIABLES OF TV RESPONSE 








Years of 
Current 
Treatment Number of  Hospitali- PM&RS 
Age Placement Service Prior TVs zation Evaluation 
Placement .013 
Treatment .179* .092 
Service 
Number of .273* .006 .008 
Prior TVs 
Years of Current . 287* .062 .264* .261* 
Hospitalization 
PM& .144* .002 .007 .001 .009 
Evaluation 
Hoars of Group .114* .013 .185* . 172° .168* .062 
Psychotherapy 





*Chi square, p < .05 


of both the number of prior TVs and the duration of current hospitalization. Group 
psychotherapy, in terms of number of sessions, was significantly interdependent with 
TV success. 

Graphic representations of correlational profiles established one common 
“chronicity” factor formed by age, treatment service, number of prior TVs, and 
duration of current hospitalization. The remaining variables (placement, PM&RS 
evaluation, and group psychotherapy) did not behave consistently and were not 
treated as measures of a common trait. 

Within the framework of the transformation equation, each patient was scored 
on the eight significant variables. The scores, ranging from 17.6 to 53.8, are given in 
Fig. 1. Since the variability of success response provided a markedly wide range, 
arbitrary cutting points were selected on the basis of modal values of success and 
failure responses. The base rate of success in the present sample was .65. Below the 


Figure !. Distrrpution oF Scores ror Success AND FaILuRE RESPONSES 
ON THE PREDICTIVE INDEX 
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arbitrary cutting point of 33 were 193 cases, of which 89% were in tha success group. 
Above the cutting point of 42 were 75 cases, of which 88% were in the failure group. 
Consequently, with this index it was possible to predict success or failure with a high 
degree of accuracy. An “area of nondiscrimination” was established between the 
cutting points of 33 and 42 where 59% success and 41% failure cases overlapped. 


Cross-Validation. An independent sample of patients (N = 121) who had been 
placed on TV between July, 1956, and December, 1957, were used to cross-validate 
the index. These patients were evaluated, using the same scoring procedure and the 
previously selected cutoff points. Of this cross-validation sample, 73 were success 
cases and 48 were failure cases, producing a 60.3% success rate, comparable to the 
success rate of the original sample. Below the cutting point of 33 there were 62 cases, 
86.2% in the success group. Above the cutting score of 42 there were 32 patients, 
82.6% in the failure group. Thus, this quotient correctly predicted TV response for 
77% of the cross-validation sample with 84.4% accuracy. This considerably max- 
imized prediction over the base rate of success response (60.3%) and validates the 
applicability of the quotient. The significance of age, number of TVs, and duration 
of hospitalization supports the ‘chronicity’ hypothesis. Some explanation is war- 
ranted concerning the other determiners. The importance of adequate staffing was 
indicated since the Acute Intensive Treatment of this particular hospital treats 
patients with better prognostic potential and has an approximate 5/100 staff to 
patient ratio, while the Continuous Treatment typically treats patients with poorer 
prognosis having a comparable ratio of 1/100; the greater TV success in the former 
program may be due to better staffing and prognosis. 


SuMMARY AND CONCLUSIONS 
This investigation established determiners of trial visit success response in a 
NP population. A sample of 403 male NP patients was evaluated on 48 actuarial 


variables in relation to TV success or failure responses. Analysis of the data indicates 
the following conclusions: 


1. Out of 48 variables, only 8 proved to be significant in differentiating suc- 
cess-failure groups. They were: Age, placement, treatment service, area of coverage, 
number of prior TVs, duration of current hospitalization, PM&RS evaluation, and 
group psychotherapy. 


2. A predictive index of TV success was devised. Cross-validation of this index 


showed that it can predict TV success with a higher degree of accuracy than the base 
rate of success. 


3. Cluster analysis revealed a “chronicity” factor which supported the hy- 
pothesis that institutionalization strengthens inadequate behavior patterns. It was 
emphasized that outpatient follow-up and staff-patient ratios are significant in de- 
termining the success response. 


4. The application of actuarial methods in predicting TV response was demon- 
strated. Selection of cutting scores can be adjusted to meet desired levels of pre- 
dictive accuracy by use of more extreme cutting points. 


REFERENCES 
1. Frucursr, B. Introduction to Factor Analysis. New York: D. Van Nostrand, 1954. 
2. ne di, i? G. W., Morton, R. B. and McGauauran, L. 8. The Use of Demo- 


— Characteristics in icting Response to Hospitalization for Tuberculosis. J. consult 
'sychol., 1955, 19, 65-70. 





DROP-OUT RATES AND RESULTS OF PSYCHOTHERAPY IN 
GOVERNMENT AIDED MENTAL HYGIENE CLINICS* 


LAWRENCE 8. ROGERS 


Mental Hygiene Clinic, Veterans Administration Hospital, 
Denver, Colorado 


This paper compares the drop-out rates, the length of psychotherapy and the 
improvement rates of government aided mental hygiene clinics. Statistics were ob- 
tained from five state departments of Mental Health and one VA clinic (California, 
1957; lowa, 1954; Kansas, 1956; Texas, 1956; Wisconsin, 1956; Denver, 1957). These 
statistics are based on a total of 10,904 patients and 53 separate clinics. 

It is not known whether these are a representative sample of government aided 
clinics in the entire country. However, the rates of improvement reported by these 
clinics (see Table 1) are very similar to those reported by Eysenck? for a variety of 
treatment agencies. Reports from California for 1956, and lowa for 1953 suggest 
that there is little change from year to year. Data collected over a ten year period by 
the author® for the Denver VA Clinic reflects this same consistency year to year. 

The findings for this VA clinic do seem to be representative of VA clinics in 
general. The Baltimore VA Clinic reported“? 31% of its cases still in treatment 
after six months, for the Denver Clinic the figure is 39%. The Newark VA Clinic 
reported “) that 29% of the cases selected for a research study were still in treatment 
after 12 interviews. In the Denver VA Clinic, 30% were in treatment after 12 inter- 
views®). In age, education, and occupational level, the Denver Clinic population 
closely resembles descriptions of patients of other VA clinics“). 

These agencies report their data in a variety of ways. California, for example, 
reports length of treatment in terms of months, with an average of 2.4 interviews 
per case per month. While Kansas reports length of treatment in class intervals 
going up to 150 or more, Wisconsin stops at 25 interviews or more. Most states lump 
together all cases, those treated as well as those given only diagnostic or other ser- 
vices, whereas other states report data separately for the treated group. All the 
states combine interviews with or about patients but the VA reports only interviews 
with patients. Ages of the patients differ widely; in Wisconsin only 18% of the 
patients were over 18, in California 75% were over age 18, and, of course, all the 
veterans were past 18. The patients also undoubtedly differed in the sex ratios, 
percentages from urban areas, and in other ways. 

Thus, the class intervals differed, the definitions of an interview were not con- 
sistent, the patients differed in respect to age and sex and probably in other ways, 
and the type of service given was not always treatment alone. With the full realiza- 
tion of all these variations, the data were converted by the author so that all could 
be plotted on one graph showing the percentage of patients remaining in treatment 
for different number of interviews (see Figure 1). (Texas is omitted since drop-out 
rates were not given.) Only the extremes are indicated on the graph: the upper curve 
is mostly for the VA clinic, 1956, and the lower curve is for Wisconsin primarily. 
The curves for the three other groups used in the study, as well as the three other 
reports available®: ™- 5), all fall between the two shown. The shape of the curve is 
the same in every instance and the constants are remarkably similar. All drop off 
rapidly, so that by the eighth interview not a single agency reported as many as half 
their cases still in treatment. The VA, as noted above, has the highest percentage of 
patients remaining in treatment, possibly because it serves only adults, reports only 
treatment cases and treats so many chronic cases. 


*Read at the 66th Annual Meeting of the American gag oe Association, Washington, D.C. 


September 1958. The author wishes to express his gratitude to the followin, individuals for their aid 


in the statistical analyses and for their constructive suggestions: Virginia Glad, Robert Elder, Ann 
McGuire, Fred H. Herring, James N. Taylor. 
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Figure 1. 


EXTREME LIMITS OF THE DISTRIBUTION OF EIGHT 
REPORTS OF PERCENTAGE OF CASES REMAINING 
IN TREATMENT PER NUMBER OF TREATMENT 
INTERVIEWS 
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It was indicated above that not all patients referred to a mental hygiene clinic 
receive treatment. The proportion of referrals actually entering treatment (Table 1) 
ranges from 22.9% (Kansas) to 48.8% (Denver, 1956). There are a variety of reasons 


TaBLe 1. Drop-our Rates AND RESULTS OF PSYCHOTHERAPY IN GOVERNMENT AIDED MENTAL 
Hyarene CiInics 





Number Percentof Percentof | Average number 
Number of _ of cases referrals treated cases of interviews 
referrals treated treated “Improved” all cases 





California—1957 3763 1694 ; 66.7 
Towa—1954 1221 ; 72.3 
Kansas—1956 2200 i 81.1 
Texas—1956 1663 ‘ 74.0 ‘ 
Wisconsin—1956 1614 ’ 75.3 ' 
VA Denver—1956 443 ; 60.2 15. 





Totals 10904 4081 Mean 37.43% Mean 71.04% Mean 12.9 
*Computed by author 





why cases do not enter treatment. From the literature“: '”) and the experience at 
our clinic, it would appear that the reasons can be clinic-determined, patient- 
determined, or determined by external factors. The clinic-determined reasons are: 

(a) All government aided clinics have eligibility requirements such as place 


of residence, income, and service connection for veterans. Some referrals do not 
meet these requirements. 


(b) Patients are all too often put on a waiting list, and by the time they are 
reached do not respond to the clinic’s invitation. They may have secured aid 
elsewhere or may no longer be in need of treatment or may be so resentful they 
do not want to return. 


(c) Many clinics, knowing they cannot treat gveryene successfully try to 
select the patients they consider treatable. 
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(d) Some patients are referred who are not in need of psychiatric treatment. 
The patient-determined reasons are: 


(a) Patients who are referred frequently are not interested in treatment or 
have relatives who do not want them to have psychiatric treatment. 


(b) Patients may come with erroneous ideas of treatment, 7.e., magical 
cures, advice, or medication, and when the clinic fails to live up to their pre- 
conceived ideas and the intake workers are not able to work through their feel- 
ings, they do not return. 


(c) Some patients leave the area before they can be seen in treatment. 
The external factors are: 


(a) Many patients are referred for diagnosis, psychological evaluation 
and /or consultation; i.e., treatment was not the purpose of the referral. 

(b) Some patients are either hospitalized or committed to penal or reform 
institutions before they can start treatment. 


Unfortunately, data are not available to indicate the numbers in each of these 
categories, but for all categories, on the average, less than 40% of all referrals enter 
treatment. A major portion of the referrals, therefore, receive services other than 
treatment. This aspect of the mental hygiene clinics’ function has been largely 
ignored, and statistics for improvement are given only for the treated cases. Yet, 
these other services may be meaningful and important to the patients’ well being. 
As yet, few, if any, follow-ups or evaluations have appeared in the literature. 

There appears to be a strong inverse relationship between the percentage of 
cases accepted for treatment and the percentage of such patients reported improved. 
For the purposes of this analysis, “improved’’ is simply the clinic’s report and is not 
further defined. The rho for this relationship is —.943. For an N of six, this value 
has a significance level (one-tailed test) of .01. If the total number of cases for each 
clinic is adjusted to one thousand, and the number accepted for treatment, the num- 
ber reported improved, and the number reported unimproved adjusted accordingly 
(i.e., number for each total of one thousand cases), a chi square value of 45.42 is 
obtained for this same relationship, significant at the .001 leve!. Neither the selective 
factor nor the improvement rate appears to be related to the length of treatment. 
The rho’s obtained between percentage of cases accepted for treatment and the 
average number of treatment interviews and between percentage of cases reported 
— and average number of treatment interviews are —.13 and —.10 respect- 
ively. 

"These findings pose a number of interesting problems. First, why the high 
drop-out rate of cases accepted for treatment, a common occurrence to all reporting 
agencies? It has been suggested that such factors as low socio-economic level, “: * 
lack of education and low intelligence, “: “) and certain patterns of test scores“: ™ 
may identify these early drop-outs. Of course, many of these factors are likely to 
hold true especially for clinic patients. Secondly, how can these drop-outs be identi- 
fied early so that either other types of treatment be employed or the clinic staff de- 
vote their energies to the cases more likely to return? Thirdly, what techniques can 
be used by a clinic in trying to decrease its drop-out rate? How can apparently 
treatable cases be helped to return in greater proportions, assuming that not all the 
‘“‘drop-outs”’ are traceable to the nontreatment services. Fourthly, do the diagnoses 
consultations, evaluations and other services, where the intent is not primarily and 
directly psychotherapy, contribute to the patients’ well-being as has been suggested 
by Hopple and Huessy®. While the first two areas have been given some study, 
conclusive evidence is not yet available. There have been a few studies‘: 1 ™) of 
attempts to develop new techniques in mental hygiene clinics, but studies to evaluate 
services other than treatment are unknown to the writer. 





LAWRENCE 8S. ROGERS 


SUMMARY 


Reports of length of treatment and improvement rates in government aided 
mental hygiene clinics from five states and one VA clinic were compared. It was 
found that the curve of the drop-out rate was the same general shape for all clinics 
and that the small differences found might be a function of the definition of a ‘‘case”’ 
and of ‘‘treatment.’’ The various agencies reported that only 22.9 to 48.8% of the 
cases referred actually entered treatment. Possible reasons are given for this finding. 
It was found that an inverse relationship may exist between the proportion of cases 
entering treatment and the reported improvement rate. The rho is —.943 for a very 
small N of six, which is significant at the .01 level of confidence. Some problems for 
further study are suggested by these findings. 
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EVALUATION OF A PSYCHOTHERAPY CASE IN TERMS OF CHANGE 
IN A RELEVANT BEHAVIOR 


HENRY C. RICKARD AND EARL C. BROWN! 
Veterans Administration Hospital, Tuscaloosa, Alabama 


PROBLEM 
Pascal®> stresses the advantage and feasibility of dealing directly with be- 
havioral criteria in the evaluation of psychotherapy. This study was designed to 
test the hypothesis that change in a specific behavior, decided upon in advance of 
psychotherapy, would be perceived by untrained, uninvolved judges. Incoherenze of 
speech was chosen as the behavior to be changed since it disrupted communication 
both on the ward and in the therapy sessions. 


METHOD 

A schizophrenic patient, seen in psychotherapy by the senior author, was 
selected as an illustrative case. Tape recordings were taken of the 3rd, 25th, and 
50th sessions. Twelve minute samples from each tape were transcribed on a master 
tape in an order decided upon by chance. The master tape was then presented to 
two groups of judges who were instructed to rank the psychotherapy sessions, on 
the basis of presumed improvement in the patient’s speech pattern, from 1 (most 
incoherent) to 3 (least incoherent). The first group of fifteen judges was composed 
of student nurses while the second group of eleven judges consisted of various 
hospital staff members other than psychologists and psychiatrists. 


REsSULIS 
Inspection of the summary data presented in Table 1 reveals that the 3rd 
session was clearly judged most incoherent. There is a tendency for the 25th session 
to be judged more incoherent than the 50th. The coefficient of concordance“ was 


Tasie 1. Mean Ranks Assicnep To Tare Sampies From 1 (Most 
INCOHERENT) TO 3 (Least INCOHERENT) 





Judges 3rd Tape 25th Tape 50th Tape 


15 Student Nurses 1.1 2.4 2.5 
11 Mixed Staff 1.3 2.1 2.6 








employed to determine the degree of agreement among judges. A We value, sig- 
nificant at less than the .01 level, was obtained for both groups of judges. Addi- 
tionally, the binomial expansion, utilized to assess the degree of agreement between 
the judges and the “true” tape order, yielded P values of less than .01 for both 
groups. 


SUMMARY 
Samples were taken from the 3rd, 25th, and 50th psychotherapy sessions with a 
schizophrenic patient. Judges clearly rated the 3rd session as the most incoherent 
with a slight trend for the 25th session to be rated more incoherent than the 50th 
session. It was concluded that changes in certain dependent variables, such as in- 
coherence of speech pattern, can be identified by untrained, uninvolved judges. 
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THE EFFECTS OF PSYCHOANALYTICALLY ORIENTED 
PSYCHOTHERAPY ON LEVELS OF FREQUENCY AND SATISFACTION 
IN SEXUAL ACTIVITY 


STANLEY R. GRAHAM 


Long Island Consultation Center 
Forest Hills, N. Y. 


PROBLEM 

Orthodox analysts: *: ®) postulate a direct relationship between levels of sexual 
behavior and the intensity of emotional disturbance relative to neurotic disorders. 
Attempts have been made to evaluate the validity of this concept with rather dis- 
appointing results generally attributable to a lack of specificity or appropriate 
statistical treatment.“:*- 5 ® 7) The purpose of this study is to evaluate the effects 
of psychoanalytically oriented psychotherapy on levels of coital frequency and 
satisfaction. It is hypothesized that analytically oriented therapy will effect in- 
creases in frequency and satisfaction in coital activity. 


METHOD 

Information regarding the frequency of coitus and the degree of satisfaction 
therefrom was obtained from 65 married men and women before beginning treatment 
and compared with similar information from 142 married men and women who had 
been in treatment for from several weeks to 49 months. 

“T”’ scores were obtained between the control group and the experimental 
group at 3 intervals in treatment relative to differences in mean level of satisfaction, 
percentage enjoying satisfactory coitus, frequency of coitus per week, and per- 
centage having coitus two times per week or more. 


REsvULTS 
Tas.e 1. Corrat BeHavior at Various Points In PsYCHOANALYTIC TREATMENT 





Mean level Percentage Frequency Percentage 
f enjoying of coitus having coitus 


re) 
Length of satisfaction satisfactory per week 2 x per week 
Treatment N coitus or more 





MEN 
Before treatment j 40 ‘ 44 
0 - 5 months . 25° 69* ‘ 56* 
6 - 11 months ‘ 76* , 38 
12 months or more ; 67* ’ 67* 





WomeEN 
Before treatment ; 34 a 24 
0 - 5 months : 57* ‘ 40* 
6 - 11 months 44 : 41* 
12 months or more 63* t 50* 


*Significant at 0.1 level 





Both men and women showed significant improvement in mean level of satis- 
faction and frequency of coitus following the institution of treatment. There is a 
drop in all areas of evaluation in the 6 to 11 month period except in the percentage 
of men enjoying satisfactory coitus. This is a distortion introduced by the fact that 
somewhat more men are enjoying moderate levels of satisfaction though fewer men 
are enjoying extreme satisfaction. The data in the 6 to 11 month period are not 
significantly different from the other groups in treatment but tend to reflect a sig- 
nificant difference in their relationship to the control group, i.e. the data of the 
middle group are not significantly different statistically from the control group 
while the 0 - 5 month group and the group having 12 or more months in treatment 
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are both statistically different from the control group. The percentage of women 
having coitus twice per week or more continually increases but while this statistic 
does not show the 6 - 11 month dip, there is no drastic upward change in this period. 


SuMMARY 
The results of this study seem to bear out with certain reservations the assump- 


tion that psychoanalytically oriented psychotherapy does free the individual for 
more frequent and more satisfactory coital experience. 


REFERENCES 


1. Exxrs, A. Questionnaire versus interview methods in the study of human love relationships. 
‘Amer. Sociol. Rev., 1947, 12, 541-553. 


‘3 Exus, A. Questionnaire versus interview methods in the study of human love relationships. 
I. Amer. Sociol. 


Rev. 1948, 13, 61-65. 


3. ‘io S. Three contributions to the theory of sex. The Basic Writings of Sigmund Freud. New 
York: Modern Library, 1938. 


4. Freup, 8. New Introductory Lectures in Psychoanalysis. New York: W. W. Norton, 1933. 
5. Kaunspy, A. C. Sex behavior in the human animal. Ann. N. Y. Acad. Sci., 1947, 47, 635-637. 


6. Kuvsey, A. C. Pomsmroy, W. B., Martin, C. E., Sexual Behavior in the Human Male. Philadel- 
phia: W. B. Saunders, 1948. 


7. Kuysgy, A. C., Pommroy, W. B., Martin, C. E. and Gepaarp, P. H. Sexual Behavior in the 
Human Female. Philadelphia: W.B. Saunders, 1953. 


8. ———— J. The nature of the therapeutic action of psychoanalysis. Int. J. Psychoanal. 1937, 
17, 181-1 


SELECTION OF SOCIALLY DESIRABLE ITEMS IN PATIENT AND 
NON-PATIENT GROUPS 


ALEXANDER TOLOR AND JOHN J. BOITANO 


——— State Hospital Institute of Living 
Newtown, Connecticut Hartford, Connecticut 


A considerable amount of interest has recently focused around the concept of 
social desirability as an explanatory principle to account for Ss endorsing items on 
personality inventories. “: + 5° 7. 8.% If the endorsement of test items is regarded as 
being at least partially a function of their social desirability, it becomes a matter of 
vital clinical importance to determine whether such a response set occurs more fre- 
quently in certain groups of Ss than in others, and, if it does, to ascertain what the 
specific differential effect is in various groups of patient and non-patient Ss. The 
present study, therefore, has as its purpose a comparison of classes of choice among 
patient and non-patient groups on test items differing in their social desirability. 


PROCEDURE 

Social Desirability Test. The first step involved developing a projective instru- 
ment which despite its projective characteristics permits the respondent considerable 
conscious or preconscious control. Another requirement was that scoring would be 
both reliable and objective. The test which was finally devised consists of seven 
key concepts, namely, Mother, Work, Sex, Father, People, Feelings and Thoughts, 
each of which is followed by ten emotionally meaningful terms. An illustration of the 
content used is the following: Mother— overprotective, loving, critical, helpful, 

angry, friendly, disinterested, supportive, rejecting, benevolent.’ 
hen five experienced clinical psychologists were instructed to select from 
among the ten choices following each key concept the five most “positive” and the 


4Copies of this test may be obtained by writing the senior author. 
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five most ‘‘negative”’ words, there was complete agreement for 89% of the items. On 
an additional 10% of the items, there was agreement by 4 out of 5 judges. In the 
case of 1% of the items, agreement attained the minimum criterion of 3 out of 5 
judges. The conclusion that there is close agreement among these judges of the 
positive or negative social connotation of each of the choices seems justified. It 
should be noted that the meaning of “‘positive’’ and “‘negative” was purposely left 
ambiguous in the instruction to the judges as we wished to avoid contaminating their 
ratings by our own system of values. 

Two forms of the test were devised, one for male and one for female Ss, differing 
only slightly on the choices in the Father category. All of the words are intelligible 
to Ss of average intelligence or better. The test-retest reliability for 17 college 
students with an 8-week interval is .81. 


Subjects. Five different groups of Ss were used. The experimental groups consisted 
of two patient groups of 56 and 37 Ss, who were either resident or out-patients at 
the Institute of Living. All were sufficiently in contact to cooperate during the test- 
ing procedure. Of 82 patients on whom psychiatric staff diagnoses were available, 
45 were psychotic, 22 were neurotic, 12 had personality disorders, and 3 had dis- 
orders caused by organic impairment. 

There were three control groups, two of which consisted of 55 and 41 student 
nurses affiliated at the Institute of Living during their three-month training course 
in psychiatric nursing. The last group was composed of 40 volunteer college students 
recruited from psychology courses at Hillyer College, the University of Hartford, 
and at Trinity College, Hartford, Connecticut. 

The patients had a mean WAIS IQ of 110.0, range 85 to 137. There were no 
formal intellectual evaluations available on the groups of student nurses or college 
students but Carini’s®) study suggests that these student nurses did not differ from 
the patients in intelligence. All the student nurses were female; among the 40 college 
students there were 28 males and 12 females. The patient groups were composed of 
54 males and 43 femaies. 

There were significant age differences between the emotionally disturbed pat- 
ients (range 15 to 64 years, median 34.2 years) and the student nurses (range 18 
to 23 years, median 19.8 years). 


Method. The social desirability test was administered individually to psychiatric 
patients as part of the routine battery of psychological tests. All other Ss were 
tested in groups and requested to select in each case the one word that “goes best”’ 
with the key word. After these initial selections were made in each category, Ss were 
asked to repeat the procedure selecting a second term in each area. This method was 
repeated until a total of four choices were obtained for each key concept. The final 
score, representing degree of agreement with socially valued concepts, is the total 
number of selected items corresponding with the items endorsed by the psychologists 
as being socially desirable. Theoretically, the score could range from 0 to 28, 1.e., 
from complete lack of agreement to complete agreement with the judges’ choices. 

The analysis of the data involved group comparisons using ¢ tests for total 
number of socially desirable items selected and group comparisons using chi square 
for frequency of socially desirable and socially undesirable item selection within each 
key area. Since preliminary analyses revealed that sexual status is unrelated to test 
performance, the great preponderance of female Ss among the control groups as 
compared with the patients did not require control. 


REsULTs 
Table 1 presents the mean number of socially desirable test responses selected 
by patient and control groups. Table 2 indicates that emotionally disturbed patients 
endorse significantly fewer such items than do college students or nurses, and that 


*The authors wish to extend their appreciation to Dr. John 8. Stamm for his cooperation in 
obtaining volunteers at Trinity College. 





SELECTION OF SOCIALLY DESIRABLE ITEMS IN PATIENT AND NON-PATIENT GROUPS 


Tas.e 1. Socrau Desrmasiry Scorgs or Psyca1atric Patents 
AND ConTROL GROUPS 





Groups Means 


Patients I 
Student Nurses I 
College Students 
Patients IT 
Student Nurses II 








college students are significantly less susceptible to this test-taking set than are 
student nurses. When this method is repeated using new samples of patients and 
nurses, similar results are obtained. It should be noted that the test variance for 
patients is significantly greater than for student nurses or for college students, 
necessitating use of the Cochran and Cox®? method in computing ¢ tests. 


TaBize 2. Test Compartsons Between Groups oF PaTIENts, 
Srupsent Nurses, anp CoLLEGcE SruDENTS 


Groups t 


Student Nurses I vs. Patients I 4.46* 
College Students vs. Patients I 2.04** 
Student Nurses I vs. College Students, 3.01 
Patients II vs. Student Nurses II 3.04*** 


*Cochran & Cox modified ¢ at the .001 level is 3.48. 
**Cochran & Cox modified ¢ at the .05 level is 2.01. 
***Cochran & Cox modified ¢ at the .005 level is 2.99. 


- When those patients who were diagnosed on the basis of psychological tests as 
being psychotic are compared with patients receiving one of the non-psychotic di- 
agnoses, it is found that the psychotic patients score significantly lower than the 
non-psychotic patients in social desirability choices. The former achieve a mean 
score of 18.80 (S.D. 5.81), the latter a mean of 21.70 (S.D. 4.43); the ¢ test of 2.21 is 
significant at the .05 level. 

Since the performance of patients and normals in each of the seven key areas is of 
_ interest, the combined frequencies with which the five socially desirable and the five 
socially undesirable items within each area were endorsed by these Ss were subjected 
to analysis. Chi square tests reveal that of seven comparisons between patients and 
nurses, there are six significant differences (P beyond the .01 level), the lone ex- 
ception being in the Work area. Furthermore, in each case the differences between 
the two groups are in the expected direction with patients selecting a greater number 
of socially undesirable items than the nurses. It is noteworthy that three of the 
seven comparisons between pte and nurses are still significant on replication, 
and, in addition, one other chi square value almost attains significance. All of the 
results are again in the expected direction. The non-significant areas on replication 
are § ie: seoaie and Feelings. 
Of eight comparisons between patient and student groups, two are significant. 
These are in the Ms and Thoughts categories in both of which students are more 
inclined to endorse socially desirable responses than patients. Of the seven com- 
parisons between student and nurses groups, three attain significant levels. These 
are in the Mother, Father and People categories in each of which the nurses select a 
greater number of socially acceptable items than the college students. 


Discussion 
These results warrant the generalized conclusion that there are very definite and 
consistent differences among groups in the tendency to endorse socially desirable or 
socially undesirable test items. Moreover, the susceptibility to a social desirability 
set assumes a specific pattern with patient groups being least susceptible, student 
nurses being most susceptible, and college students falling in an intermediate posi- 
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tion. The reason for these differential response tendencies are probably very com- 
plex and require further study. Perhaps individuals, such as student nurses, who are 
first embarking upon a training program involving strict adherence to a prescribed 
set of rules and regulations within a rather authoritarian setting, would be most 
anxious to present themselves in a socially favorable way. On the other hand, college 
students have generally attained a somewhat more self-assured status as a result of 
the academic environment which encourages the challenging of established attitudes, 
thoughts, and behavior patterns and which, therefore, would operate against the 
tendency to deny socially unacceptable statements. Student nurses tended to select 
a somewhat larger number of socially undesirable items as they progressed in their 
training course and became more liberated from the need to present themselves in 
the most favorable light. As for the patients, their extreme disregard for or their in- 
ability to endorse socially acceptable communications represents one facet of the 
psychopathological process. The fact that severity of pathology is associated with a 
decrease in ability to make socially acceptable choices supports the contention that 
this test attitude has the least contaminating influence on very disturbed patients. 
As a matter of fact, in the very disturbed individual a different test attitude, a 
“social undesirability”’ set, may be operating. 


SUMMARY 

This study investigated group differences in the selection of socially desirable 
items among patient and non-patient groups. A test measuring social desirability was 
devised in which ten emotionally meaningful terms are presented along with each of 
seven key stimulus words. Five of the ten terms in each case are socially valued and 
five of the terms are socially undesirable, as determined by judges’ ratings. Ss are 
instructed to select any four of the ten terms in each category. When patients are 
compared with student nurses, the former endorse significantly fewer socially de- 
sirable items than the latter. These results hold up on replication with new groups 
of patients and nurses. College students select a larger number of socially de- 
sirable responses than patients, and student nurses are more positive in their selec- 
tions than college students. Psychotic patients as compared with non-psychotic 
patients differ significantly with the non-psychotic group being more prone to select 
socially valued terms. When the experimental groups are compared for the fre- 
quency with which the five socially esteemed and the five socially non-esteemed at- 
tributes are selected within each category, significant differences are obtained in 
some of the key areas. The rank order of susceptibility to the social desirability set 
is student nurses, college students, and patients, with the latter being least suscept- 
ible. The experimental findings underscore the importance of controlling for the 
social desirability variable in research comparing different groups. 
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THE PERFORMANCE OF AN HOSPITALIZED NEUROPSYCHIATRIC 
SAMPLE ON THE EDWARDS PERSONAL PREFERENCE SCHEDULE 


JOSEPH NEWMAN AND GEORGE J. WISCHNER 
VA Hospital, University Drive, Pittsburgh University of Pittsburgh 


PROBLEM 


The present paper is concerned with the performance of a group of hospitalized 
neuropsychiatric Ss on the Edwards Personal Preference Schedule (PPS) and com- 
pares this group with available normative samples and other data. In the original 
test manual? the description of research in progress indicates the application of the 
PPS to various populations including hospital patients and the aged. To the writer’s 
knowledge, systematic PPS data for clinical grou ys are not readily available. 


SUBJECTS AND PROCEDURE 


The Ss were 50 consecutive admissions to the neuropsychiatric ward of a VA 
hospital who were able to attend to the task. A few Ss were eliminated because they 
were either too ill physically or psychiatrically or unable to respond to the test 
situation. Ss ranged in age from 25-62 years with a mean of 37.8 years. Mean educa- 
tional achievement was approximately tenth grade. Eighteen had completed eight 
grades or less; 27 had achieved grades 9-12; five had some college work. All Ss but 
one fell within the psychoneurotic disorders. The exception had a history of schizo- 
phrenia but was in good contact and fully cooperative. Marital status indicated the 
following: 28 were married, 14 single, and 8 separated or divorced. ‘ 

The PPS was included as part of the screening test battery administered within 
the first week of hospitalization. Ss were told that the PPS was being evaluated for 
its usefulness with patients and that their cooperation was desired. Testing was 
carried on with small groups of patients. 


RESULTS 
The basic findings are presented in Table 1. The first three columns give the 
means and standard deviations for the hospital group on each of the PPS variables; 
the last columns compare the performance of the patients with that of four available 


TaBLE 1. MEANS AND StanpDARD Deviations FoR Hosprrat Groupe on PPS VARIABLES AND 
ComPARISON oF HospitaL GROUP WITH VARIOUS NORMATIVE GROUPS AND COLLEGE COUNSELEES 








Hospital Group vs. 
Hospital 

Grou College College sy de School High School College 
PPS Variable Mean D Males Females Females Counselees 


Achievement 13.84 4.51 | ad oO O —" L** 
Deference 14.74 3.89 | eee i eg ope = H** 
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Heterosexuality 
Aggression 
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Note: H- diletnen group nee y 4 et L - Hospital group significantly lower; O - No significant 


erence; * - Significant at, .05 evel; ** - Significant at .01 level. 
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normative groups and Merrill and Heathers’ college counselees. Also indicated 
for each variable is whether the hospital group mean was significantly higher (H) 
than, lower (L) than or not significantly different from (O) the means for the other 
groups. 

It is clear from ihe table that the hospital group differs from the other groups 
on many variables. It is interesting to note the particularly low score of the patients 
on Heterosexuality. In view of Edwards’? observation that most older and most 
married men seem to score below the average college male on this variable, ages and 
heterosexual scores for the patient sample were correlated. An r of —.403, significant 
at the .01 level, was obtained. The low score on Heterosexuality should be inter- 
preted in the light of this correlation. Certainly while the data suggest a diminution 
in heterosexual need as males grow older, the difference in mean age between the 
college males (23 years) and the hospital patients (37.8) years suggests that age 
alone might not be the only relevant factor. In this connection it is of interest that 
college counselees, relatively younger than our patients, were also significantly lower 
than the college normative group on Heterosexuality. 

Merrill and Heathers found that their counselees differed from the college norms 
on three variables, being higher on Achievement and Endurance and lower on 
Heterosexuality. It seems noteworthy that the patient group differed from the 
comparable normative group on nine of the variables, and from the high school 
male normative sample on eleven of the fifteen measures. 

Table 1 indicates that on certain variables, for example, Nurturance, the 
patients performed more like the female samples. Where the patient group differs 
only from the females it is important to consider that in the original normative 
groups females also might have tendea to differ from the normative male groups. - 
For example our group was significantly higher on Autonomy than both female 
groups but did not differ from the male groups. This sex difference appears also in 
the normative data. 

It is interesting to consider some data for a psychotic group reported by Klett. @ 
This group had significantly higher means than the college normative group on 
Deference, Order, and Endurance. The psychotics were also significantly lower on 
Exhibitionism, Dominance and Change. Results for the present neuro-psychiatric 
group are the same with the exception that on Change this group did not differ 
significantly from the college normative group. It did differ significantly from the 
other normative groups. Moreover, in contrast to the psychotics, the psychoneurotic 
group was significantly higher on Abasement and Nurturance and lower on Achieve- 
ment and Heterosexuality. 

The present patient group may be characterized as being more deferent (Defer- 
ence), as wanting matters well structured (Order), and as being more persistent in 
its undertaking (Endurance). It tends to avoid the limelight (Exhibitionism), does 
not seek leadership roles (Deference, Dominance), and is subdued with respect to 
heterosexual activities (Heterosexuality). 


SUMMARY 
This paper provides data on the performance of a group of hospitalized neurotic 
Ss on the Edwards Personal Preference Schedule (PPS) as compared with that of 
available normative groups and a college counseling center sample studied by 
Merrill and Heathers. Some comparisons with a male psychotic group were also 
possible. Whereas the college counselees differed significantly from the norms on 
three variables, the patient group of the present study differed on nine variables. 
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THE SUBJECTIVE FEELING OF CERTAINTY OF DIAGNOSTIC 
JUDGMENTS OF CLINICAL PSYCHOLOGISTS 


JOSEPH G. PHELAN 
Los Angeles State College 


This study analyses the incidence of correct identification of a person through 
test data and investigates relationships between the degree of accuracy in judging 
and the clinician’s own feelings of certainty about his judgments. Valentine® 
investigated the relationship between the degree of confidence which his student- 
teacher judges expressed in their intuitive judgments when asked to match samples 
of observed behavior against trait names of personality characteristics and their 
accuracy in judging, finding that ‘‘those judgments which the students indicated as 
having been given with special confidence proved even more inaccurate than other 
judgments.” 

Polansky“ found no correlation between the accuracy of predictions of be- 
havior based on analysis of case histories by psychiatric social workers, and the indi- 
cations of the judges as to how well they thought they had come to know the subjects 
through a reading of their case histories. Viteles“*), studying judgments of 24 mem- 
bers of a personnel association, with a control group made up of college student 
judges, found that, although the personnel group were not more accurate than college 
students in rating, they were approximately one and one half times as sure they 
were right. Walling“‘), commenting on his findings, concluded that some judges 
tend to “‘project’’, to misread the attitudes of others, because of injecting their 
personal feelings into observation of the bebavior of others. 


METHOD 
A matching task of 16 units or documents was presented to 20 trained and 
experienced clinical psychologists, all Ph.D.s with at least two years of clinical exper- 
ience. The documents were presented in four arrays with unequal matchings, 
maximizing the difficulty of the task, and keeping the number of units to be matched 
within protocol limits. In each array the four tests were representative of the same 
six individuals, as follows: 
Array A. 4 standardized dictated autobiographies, based on Murray’s“) Form for Auto- 
biography. 
Array B. 4 complete T.A.T. protocols. 


Array .. 4 sone Rorschach results, with scoring and location charts and 4 Holsopple~ 
6) Sentence Completion responses. 


Array es 4 sets of responses to Thurstone P. M. A., Kuder Preference, and Guilford- 
Zimmerman Temperament Tests. 


The subjects studied by projective tests differed widely in diagnosis, age, and 
socio-cultural background. Vernon“? stresses the influence on validity matching of 
homogeneity, suggesting as wide a diversity of materials as is practicable. The 
subjects were: 


A. 34 year old, male, convict, college graduate, convicted for several offenses, mo! 
young & aa probably schizophrenic, diagnosed by prison psychiatrist as eval 


B. 23 year old male, mental clinic ~ ia unmarried, denies any hetero or homosex- 
ual experience, diagnosis, anxiety state. 

C. 28 year old, female, research ecientist, living successfully in community, no psychiatric 
diagnosis or treatment. 

D. 16 year old high school student, male, under psychiatric treatment, anxiety, homosexual 
panic. 

E. 36 year old, female, probationer, prostitution, no diagnosis, bland, immature, without 
foresight or concern. 

F. 36 year old, male, business executive, no diagnosis, not in need of treatment. 
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TaBLe 1. THe ScHEME OF PRESENTATION OF THE Task (iN Eacu Array, Four Units, 
REPRESENTATIVE OF THE Srx SuBJEcTSs). 





Convict Mental Research High Proba- Business 
(male) Clinic Scientist School tioner Executive 
Outpatient Student 
Test (male) (female) (male) (female) (male) 





Autobiography x x x x 
TAT 


Rorschach- 
Sentence ' 
Completion x x x x 
Objective Battery 
(PMA, Kuder, 
STDCR) x x x x 


x x x x 





All materials were edited to eliminate extrinsic clues which might make match- 
ing possible without an evaluation of data. Where possible, topical references, turns 
of speech or mannerisms were excised from protocols. The instructions were: 

“Appended hereto are 16 documents which are the results of standardized biographical 
interviews, objective tests and projective techniques administered to six individuals. You are 
asked to indicate to which of the six individuals any two or more of these documents could be 
attributed, so that the documents which you assign to one person could only have been produced 
by one person. Each protocol has identifying call letters. Indicate on the attached form your 
matching of two, three or four documents as belonging to one —. Indicate whether you feel 
quite sure, comparatively sure or unsure of your choice by checking the appropriate space. 

Each of the documents is identified by a pair of letters. This pair is the designation to be 
used in describing the matching judgment. For example, in filling out the accompanying form 
one might write: Documents AB (biographical sketeh) CD (Rorschach-Sentence Completion) 
E: (Thematic Apperception Test) seem to belong together, etc.” 


The notation sheet which accompanies instructions and test battery: 


seem to belong together, to have been derived from the same person. 
Check one: 


In matching these documents I felt very sure that my choice was correct: .............0-e000: . 
BN DINE inode is bis cncerecen SPN IEE eid ne 0 4.Ko.06 Se nennids eos oe bene 


Scoring. All judges indicated that they had followed the suggestions in the in- 
structions. A score of 1 for each correct match of any two documents was assigned, 
e.g., if judge C correctly matched all documents for the clinic outpatient he would 
receive a score of 6. In addition to the matching of Rorschach, T.A.T., and objective 
battery against Biography, judges matched Rorschach with T.A.T., Rorschach with 
objective tests, and T.A.T. with objectives tests. Following Vernon“) and Chap- 
man“) on the statistics of the matching method, the frequency was calculated with 
which a given number of correct matches could be expected to occur when the judge 
was required to arrange six arrays of data, with six units in each array, against every 
other array. 


RESULTS 


The performance of the judges, individually and as a group was compared with 
chance expectancy. Seven judges (A, E, H, I, M, N, R) performed at the P < .01 
level. In all, ten were able to perform a level P < .05 or better (Judges A, C, E, F, 
K, H, I, M, N, R). Ten others (B, D, G, J, L, O, P, Q, 8, T) functioned at no 
better than chance expectation. 

In order to evaluate the performance of the judges as a group for significance it 
is necessary to consider performance only of those judges who completed the entire 
task. When the greatest number of correct arrangements of data can equal 18 (one 
correct credit for each document successfully matched against biography), X? = 5.26, 
P < .05. Chance alone could not have operated in this circumstance, the perform- 
ance of the group exceeds chance expectation. 
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The requirement that judges indicate degree of subjective certainty was made 
optional, not all judges commented concerning their feelings of subjective certainty. 


Taste 2. NuMBER AND PERCENTAGE OF JUDGMENTS IN Wuicu JUDGES 
(N = 20) Dectarep Decrees or SuBsEcTIVE CERTAINTY 








Degree of Correct Incorrect Total 
certainty No. % No. % No. 


Very sure 25 18 78 24 
Relatively sure 40.1 67 59.9 112 
Not so sure 2 29 58 50 


No comment 1 140 72.9 192 
Total 32.9 254 67.2 378 





























On only 24 or 6% of 378 judgments did judges feel free to state they were very sure 
of their judgments. This is in contrast to Valentine’s results where untrained judges 
declared themselves absolutely sure in more than 50% of judgments. In our ex- 
periment when judges were very sure, they were wrong in 78% of cases but not 
wrong a significantly greater percentage of the time than were the general population 
of judges (wrong in 67% of judgments). Experienced judges tended to be very con- 
servative. With the exception of Judge G who declared himself very sure in almost 
every case, they did not show the tendency, described by Valentine and Polansky, 
to be most confident of correctness when most wrong in judging. The tendency to 
“project” that is, to misread motivation, to think of others’ actions in terms of one’s 
own motivations, did not seem to govern the decisions of the trained judges. 

In 29% of the judgments, clinicians felt ‘‘relatively sure’’ of the correctness of 
the judgment; in 13% of cases they indicated they were not at all sure. In both 
instances though more often wrong than right, they were right more often (41% of 
the time), but not significantly more often than the general population of cases 
(right 32% of the time). Judges who indicated relatively sure or not sure, were ex- 
plicit but conservative. They were right more often (41% of the time), but not 
significantly more often than those who did not feel free to comment or who did not 
bother to comment about feelings of subjective certainty (these were right 27% of 
the time). Those judges who were most often right described themselves as relatively 
sure or not at all sure of the correctness of their judgments. 


SuMMARY 


A matching task of 16 projective and objective documents was presented to 20 
clinical psychologists. Documents were presented in four arrays with unequal 
matchings. Judges were asked to match documents with biographies and to indicate 
the degree of subjective certainty which they felt about their judgments. Ten 
judges performed at the .05 level of confidence while the other ten functioned at the 
chance level. In estimation of certainty of their clinical judgments, experienced 
judges tended to be very conservative. In only 24 or 6% of 378 judgments did 
judges feel free to state they were very sure of their judgments. The tendency to 
project did not seem to govern the decision of the trained judges. 
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NOTE ON ACQUIESCENCE SET IN ENDORSED ATTITUDES OF 
MOTHERS OF SCHIZOPHRENICS AND NORMALS 


ALFRED B. HEILBRUN JR. 
State University of Iowa 


PROBLEM 


Schaefer and Bell“) have recently published the Parent Attitude Research 
Instrument, a child rearing attitude scale upon which all items are unidirectionally 
scored (i.e., stronger the agreement, the higher the attitude score). This and sim- 
ilarly constructed scales have been used in attempts to differentiate attitudes of 
mothers of schizophrenics and normals, an area of considerable interest because of 
the presumed importance of parent-child relationships in the etiology of schizo- 
phrenia. However, numerous investigators have emphasized the importance of a 
response set to agree or disagree with verbal statements independent of content as a 
source of measurement error on questionnaires, and since unidirectional scoring in- 
creases the probability that acquiescence set can systematically affect test scores, it 
would be important to evaluate whether these groups of mothers can be differen- 
tiated on the basis of tendency to agree preliminary to assuming that questionnaire 
performance differences reflect attitudinal dissimilarities. If they do not differ, it 
would enhance confidence in the assumption that differences in response to item 
content represent true differences in attitude. 


PROCEDURE AND RESULTS 

The mothers of 46 diagnosed schizophrenic daughters completed the Parent 
Attitude Research Instrument as did the mothers of 84 normals. Each S was given 
an agreement score based on the number of the 115 items upon which she endorsed 
the “strongly agree’ or “mildly agree’’ category (as opposed to “mildly disagree’’ or 
“strongly disagree”). It was found that the age of the mother (combined over both 
groups) correlated .17 with agreement score with education partialled out, and 
education combined over both groups correlated —.33 with agreement score with 
age partialled out. The former correlation approached significance at the 5% level 
while the latter was significant at the 1% level. Accordingly, 35 of the schizophren- 
ics’ mothers were individually matched for both age and education with 35 of the 
normals’ mothers and their agreement scores were compared. This comparison 
showed that schizophrenics’ mothers agreed with 71.5 items on the average while 
normals’ mothers had a mean agreement score of 71.2. 
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Discussion AND CONCLUSIONS 


The conclusion to be drawn from the virtually identical agreement scores is that 
there are no differential acquiescence tendencies for the mothers of schizophrenics 
and normals on the unidirectionally scored Parent Attitude Research Instrument (an 
interaction between acquiescent set and response to content could also account for | 
this finding). This is seen as allowing greater confidence in response to content on 
this questionnaire (and similarly constructed attitude scales) as being truly repre- 
sentative of responder attitudes. Presuming that other possible sources of measure- 
ment error such as social desirability are not shown to be important performance 
determinents on the Parent Attitude Research Instrument, it could prove to be a 


valuable tool in investigating the relationships between parental attitudes and 
schizophrenia. 
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OCCUPATIONAL NEUROSES OF CLINICAL PSYCHOLOGISTS 


All clinical specialists are expected to practice what they preach and this 
dictum strikes particularly hard at psychologists who are presumed to know how 
to regulate their lives with particular wisdom. Every psychologist or psychiatrist 
must expect to have his every action observed and judged by the community at 
large. His professional! reputation socially and on the job may depend upon how well 
his actual behavior withstands the scrutiny. Over the years, we have been consulted 
by a number of psychologists who had developed acute anxiety states in relation to 
the discrepancy between their ego ideals and their actual performance in dealing 
with psychological problems. Particularly embarrassing is the situation where a 
young psychologist finds himself at wits end in trying to handle his children. Un- 
fortunately many of the fashionable theories of child care seem to fail in his hands 
and he produces an enfant terrible with conspicuous temper tantrums in public, 
minds not at all, won’t eat properly and gets more unstable emotionally as his 
psychologist parent feels himself more and more threatened by his offspring’s be- 
havior. Or we have the psychologist doing marriage counseling whose own marital 
affairs are known to be chaotic. Or the psychologist who can’t seem to make ends 
meet financially and gets into trouble with his superiors when his affairs are aired 
publicly. Much of the trouble lies in the fact that contemporary curricula in grad- 
uate psychology contain very few courses in applied psychology of everyday living 
and do not provide counseling resources for the young psychologist himself. Or worse 
still, the young psychologist is too embarrassed to expose his muddled affairs to 
professional colleagues and ask for help. This problem of psychologists who are not 
psychologically adept in handling their own affairs is a difficult one for the profession 
to cope with. 

Another occupational neurosis of psychologists and psychiatrists stems from a 
morbid preoccupation with analysing psychological motivations. An insightful 
psychiatrist, Dr. H. A. Davidson, has recently labelled the person who goes around 
psychoanalyzing everyone else publicly as a “‘psychopest”’. Psychologists often be- 
come psychopests when they become so engrossed and unconsciously concerned with 
psychopathology that they are unable to think or talk about anything else. Several 
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years ago, Dr. Ernest Harms described a similar occupational neurosis among 
physicians who are obsessed with their medical experiences and tend to project mor- 
bid thoughts on to patients. 

Etiologically, much of the difficulty stems from partially invalid theoretical 
orientations which do not turn out to be solid foundations when acted out socially. 
Thus we have observed exponents of “‘permissiveness’” who act out the concept so 
thoroughly that their children escape from discipline entirely, their classes tend to 
disintegrate because of lack of firm leadership, and their wives lose respect because of 
ineptitude. Or we have young psychologists who go overboard over theoretical con- 
structs such as Hullian learning theory, Skinnerian operant conditioning or Allport 
event-structure theory, attempting to organize their classroom presentations in 
terms of theories which the students are unable to comprehend (perhaps rightfully), 
and with everything ending up in a mess. Not long ago, we witnessed a scene in 
which an irritable bus driver frustrated a young psychologist who snapped out: 
“Don’t be so authoritarian.”’ This may have been true but it did not help his public 
relations to project abstractions into every day relations. 

Conflict may also develop in situations where a psychologist enters an estab- 
lished organization expecting, and being expected to, make some unique contribution 
on the basis of his specialized training. He may, in actuality, find nonpsychologically 
trained personnel making efficient and valid decisions which he cannot improve on. 
Anxiety and frustration may develop if the psychologist oversells himself or blunders 
into errors caused by an overoptimistic application of techniques which may not be 
valid. After all, it takes a good deal of common sense to apply even the best theories 
to practical applications. eas 
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a report of an action-research project designed 
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methods as applied to the classroom setting in deepening 
the students’ self-acceptance 
2. To determine the effects of measured changes in self- 
acceptance on attitudes of ethnic prejudice 
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This important new book reports the author’s amplified and expanded 


experience with the Howard Ink Blot Test and reports the detailed findings 
based on larger groups of normal and clinical cases. 


Extensive tables are presented describing the detailed scoring for all 


determinants. 


With this volume, the Howard Ink Blot Test becomes much more 


available and usable for the clinical psychologist who now has more com- 
plete access to scoring methods and normative data. 
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should indicate greater sensitivity. 


Selection and arrangement of blots made on the basis of evidence of character, 
degree and spread of stimulation. 


Data from normative sample indicate more frequent light determined responses, 
higher incidence of color responses with different C, CF and FC relationships, more 
movement responses and fewer animal responses. Greater diagnostic sensitivity with 
wider range of response. 


PRICE: $12.50 (in U.S. and Canada; foreign postage $.50 extra) 
HOWARD INK BLOT TEST MANUAL 


MONOGRAPH SUPPLEMENT NO. 10 FROM JULY 1953 ISSUE 


Price $2.00 


Order From 
JOURNAL OF CLINICAL PSYCHOLOGY 


5 Pearl Street Brandon, Vermont 
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CREATIVE VARIATIONS IN THE 
PROJECTIVE TECHNIQUES 




















by A Monograph in 
MOLLY HARROWER, Ph.D. 
Temple University Medical Center AMERICAN LECTURES IN 
PAULINE VORHAUS, ED.D. PSYCHOLOGY 
Veterans Administration P 
New York City Edited by 
MELVIN ROMAN, Ph.D. MOLLY HARROWER, Ph.D. 
Albert Einstein Medical College Clinical Psychologist, 
GERALD BAUMAN, Ph.D. New York City 
Albert Einstein Medical College Chairman, State Advisory Council 
Clinical psychologists with analytic in Psychology New York State 
experience will find in Doctor Har- Research Professor of Clinical 
rowers PROJECTIVE COUN- Psychology 
SELING a therapeutic, re-edu- Temple Unieersity Medical Center 
cational or remedial technique ; : ; 
which can be used successfully with Philadelphia, Pennsylvania 
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group. 


The method confronts the patient 

with his own productions, the “raw material” from a variety of pro- 
jective techniques, at those points in the psychological re-educational 
process where the material can best be used with insight. 


Presented FOR THE FIRST TIME is a method of self-administered ink- 
blots where the subject records his responses on the inkblot picture them- 
selves. 

Organizational ability or the lack of it, obsessional 

neatness, and many other traits can be seen from the 

patient’s use of available space. 

INTERACTION TESTING 

Using the individual as a conceptual model for the group, Doctors Roman 
and Bauman present a UNIQUE CLINICAL PSYCHOLOGICAL 
APPROACH to the assessment of small groups for 

@ Marriage and family diagnosis 

@ Group therapy 

@ Group and leadership training 


THE STRUCTURED INTERVIEW is presented by Doctor Vorhaus 
as a new and deeper level type of interview. In Part I the subject is given 
a Draw-A-Person Test and then asked some 60 questions about his 
drawing. In Part II the questions are repeated with reference to himself. 
Both the Structured Interview and the Rorschach responses of the subject 
are evaluated and considered in their interrelationship. 


Publication date April 1960 
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An important psychological study 


of a change in mental education 


Teaching Comprehensive 


Medical Care 


by Kenneth R. Hammond, Fred Kern Jr., M. D., and others 
Foreword by Ward Darley, M. D. 


N 1953 the University of Colorado initiated an out- 

patient facility, called the General Medical Clinic, for 
the purpose of teaching and demonstrating the princi- 
ples of comprehensive medical care to senior students. The 
experimental clinic to which half the class was assigned 
(the other half continued in the traditional curriculum as a 
control group) was initiated in a spirit of scientific inquiry 
—to be studied and evaluated objectively. 

The Behavior Research Laboratory of the University 
undertook to study the effects of the Clinic in relation to 
the regular senior course of study. This book reports in 
detail the structure of the Clinic, the manner in which it 
functioned, and a detailed analysis of the two teaching 
programs. Studies of individual differences among stu- 
dents are also reported, and related to the various objects 
of the project. 


This is the first and only report of a controlled experi- 
ment in medical education, and an important contribution 
to the problem of introducing behavioral science concepts 
into the medical curriculum. $10.00 


A COMMONWEALTH FUND BOOK 


Through your bookseller, or from 
HARVARD UNIVERSITY PRESS 
79 Garden Street, Cambridge 38, Massachusetts 











“The best in tests... .” 


Could you use a projective test eliciting a rich variety 
of unguarded responses from deep layers of the person- 
ality? Easily and quickly administered? Giving results 
of demonstrated reliability and validity? For children 
as well as adults? 


THE 


KAHN TEST 
OF SYMBOL 
ARRANGEMENT 


uses simple plastic objects arranged by the examinee in 
various sequences according to several different sets of 
easily-followed instructions. An excellent supplement 
to or substitute for the TAT and Rorschach, combining 
the principal advantages of both. 
® 

Obtain information and/or order (complete set $25.00) 
from 


PSYCHOLOGICAL TEST SPECIALISTS 
Box 1441 Missoula, Montana 


“The best in tests... .” 

















THE DEVEREUX FOUNDATION 


ANNOUNCES 


THE OPENING OF A NEW RESIDENTIAL 
TREATMENT CENTER FOR CHILDREN 
WITH INTELLECTUAL AND EMOTIONAL 
DIFFICULTIES 


At 
VICTORIA, TEXAS 


Inquiries should be addressed to 
THE REGISTRAR 
THE DEVEREUX SCHOOLS 
VICTORIA, TEXAS 


The Victoria program will incorporate the principles of Therapeutic 
Education with a multidisciplined approach that have developed from 
years of experience in the field of Special Education. 


SCHOOLS 
THE DEVEREUX FOUNDATION COMMUNITIES 


A nonprofit organization Founded 1912 CAMPS 
Santa Barbara, California Victoria, Tezas RESEARCH 





HELENA T. DEVEREUX Professional inquiries for ~ 2 
Administrative Consultant Schools should be directed 
Cnartes J. Fower, ‘Ropstrar, 
EDWARD L. FRENCH, Ph.D. Devereux Schools, Devon, Pennsyl- 
Director vais for Pacific Coast Schools, 
EITH 


WILLIAM B. LOEB 
Treasurer 











